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The  State  of  South  Dakota's  Child  — 1987 

This  paper  reviews  infant  mortality  rates  in  South  Dakota  between  1975-1984 

Ann  L.  Wilson,  Ph.D.* 


Editorial  comment  by  the  University  of  South  Dakota  School  of  Medicine: 

As  children  have  no  voice  for  themselves,  their  needs  must  be  advocated  by  those  who  are  their 
public  guardians.  This  was  first  recognized  at  the  federal  level  in  1912  when  the  United  States 
Congress  created  the  Child  Bureau  to  “investigate  all  matters  pertaining  to  the  welfare  of  children 
among  all  classes  of  people.”  Theodore  Roosevelt  strongly  supported  the  creation  of  this  Bureau 
and  observed  that  “public  sentiment  with  its  great  corrective  power,  can  only  be  aroused  by  full 
knowledge  of  the  facts.” 

The  Children’s  Bureau  represented  the  first  involvement  of  the  federal  government  in  concerns 
related  to  children  and  began  its  work  by  issuing  annual  reports  regarding  the  status  of  the  nation’s 
children.  Its  first  report  focused  upon  infant  mortality. 

In  honor  of  the  fortitude  of  those  who  created  the  Children’s  Bureau,  an  annual  contribution  to 
the  South  Dakota  State  Medical  Journal  will  address  the  “State  of  South  Dakota’s  Child.”  This 
annual  contribution  will  enable  an  understanding  of  the  status  of  the  state’s  youngest  and  most 
dependent  citizens.  C.  F.  Gutch,  M.D.,  Associate  Dean 


ABSTRACT 

Infant  mortality  is  a prime  indicator  of  the 
level  of  public  health  and  general  welfare  of  a 
community,  state  or  nation.  South  Dakota  infant 
deaths  have  decreased  overall,  and  compare  very 
favorably  with  data  for  the  entire  United  States. 

Infant  mortality  is  the  most  sensitive  index  we  possess  of 
social  welfare.  If  babies  are  well  born  and  well  cared  for, 
their  mortality  would  be  negligible.  The  infant  death-rate 
measures  the  intelligence,  health,  and  right  living  of  fathers 
and  mothers,  the  standards  of  morals  and  sanitation  of  com- 
munities and  governments,  the  efficiency  of  physicians, 
nurses,  health  officers  and  educators.1 

Sir  Arthur  Newsholme,  1910 

Infant  mortality  is  the  topic  of  this  first  article 
in  what  is  planned  to  be  an  annual  contribution 
to  the  Journal  monitoring  the  status  of  children  in 
South  Dakota.  As  an  indicator  of  public  health,  the 
survival  of  infants  has  traditionally  been  recognized 
as  a measure  of  the  general  welfare  of  a community. 
The  infant  mortality  rate  today  is  one-tenth  of  the 
rate  first  recorded  approximately  75  years  ago,  but 
even  today,  at  no  time  until  age  60  is  the  mortality 
rate  higher  than  during  the  first  year  of  life.2-3  This 


* Associate  Professor,  Departments  of  Pediatrics  and  Psychia- 
try, University  of  South  Dakota  School  of  Medicine,  Sioux 
Falls,  SD. 


Problems  persist  with  the  numbers  of  low  birth 
weight  newborns,  and  with  non-white  deaths  in 
the  post-neonatal  period  (day  28  through  365  after 
birth).  Contributory  factors,  and  approaches  to 
ameliorating  them  are  proposed. 

fact  presents  in  very  clear  terms  the  need  to  attend 
to  this  vulnerable  period  of  life.  With  better  under- 
standing of  the  nature  of  the  mortality  for  the  young- 
est citizens  of  the  state,  efforts  can  be  better  directed 
to  address  their  needs  for  care  and  protection. 

DEFINITIONS 

Infant  mortality  refers  to  deaths  occurring  be- 
tween the  day  of  birth  and  the  365th  day  of  life.4 
This  measure  is  frequently  used  in  comparative 
studies  but  the  specific  age  at  time  of  death  during 
the  first  year  is  a more  sensitive  indicator  of  factors 
associated  with  infant  mortality.  To  provide  such 
time  sensitive  measures,  infancy  is  divided  into  the 
neonatal  and  postneonatal  periods  of  time. 

Neonatal  mortality  refers  to  deaths  occurring 
between  the  day  of  birth  and  prior  to  the  28th  day.4 
This  indicator  is  often  used  to  reflect  access  to  per- 
inatal services  and  specifically  neonatal  intensive 
care. 
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Postneonatal  mortality  refers  to  deaths  occur- 
ring between  the  28th  and  365th  day  of  life.4  This 
index  is  associated  with  social  and  economic  cir- 
cumstances that  affect  the  infant’s  environment. 

INFANT  MORTALITY  AND  SOUTH 
DAKOTA  DATA 

The  relatively  small  number  of  births  in  South 
Dakota  necessitates  that  yearly  data  be  examined 
with  great  caution.  With  approximately  12,500  to 
13,000  annual  births,  mortality  rates  for  the  state 
expressed  per  1 ,000  live  births  can  show  marked 
variation  from  year  to  year  when  slight  changes  in 
the  number  of  deaths  occur.  For  analysis  of  South 
Dakota  mortality  data  to  have  meaning,  several 
years’  data  must  be  combined. 

Also  of  importance  in  the  interpretation  of  South 
Dakota  data  is  the  number  of  recorded  live  births 
with  weight  under  500  grams.5  While  it  can  be  as- 
sumed that  mortality  is  nearly  100%  among  this 
group  of  low  birth  weight  newborns,  there  have 
been  variations  from  year  to  year  in  the  number  of 
live  births  recorded  in  this  weight  category;  these 
variations  affect  the  neonatal  and  infant  mortality 
statistics  for  the  state. 

CHANGING  PATTERNS  OF  INFANT 
MORTALITY  AND  LOW  BIRTH  WEIGHT 
IN  SOUTH  DAKOTA 

To  create  a data  base  of  adequate  size  for  analysis, 
data  for  five  years  were  aggregated  that  enabled  a 
cohort  of  approximately  63,000  births.  Two  five- 
year  periods  of  time  (1975-1979  and  1980-1984) 
were  designated  retrospectively;  from  1984,  (the 
most  recent  year  for  which  national  data  are  avail- 
able), and  1975-1979.  Table  I shows  South  Dako- 
ta’s decrease  in  infant  mortality  of  28%  between 
these  two  periods  surpasses  the  national  decrease 
of  20%  in  the  rate  of  infant  deaths.  While  our  mean 
Infant  Mortality  Rate  between  1975-1979  was 
slightly  higher  than  the  observed  mean  national  rate, 
our  current  mean  rate  of  10.7  per  1,000  live  births 
is  lower  than  the  national  mean  of  11.6. 

In  examining  possible  reasons  for  this  improve- 
ment, the  steep  decline  in  neonatal  mortality  is  most 
apparent.  Accompanying  this  has  been  a shift  to- 
ward a greater  percentage  of  infant  deaths  occurring 
in  the  postneonatal  period.  In  the  most  recent  five- 
year  period,  41%  of  all  deaths  occurred  postneo- 
natally  as  compared  to  33%  during  the  previous  five 
years.  Nationally,  approximately  two-thirds  of  all 
infant  deaths  occur  during  the  neonatal  period,  which 
is  higher  than  currently  observed  in  South  Dakota.3 

Table  I also  compares  the  percentage  of  low  birth 
weight  newborns  for  the  entire  United  States  and 


for  South  Dakota.  In  the  past  five  years  the  mean 
percentage  of  low  birth  weight  newborns  in  South 
Dakota  has  been  almost  two  percent  lower  than  for 
the  nation  as  a whole.  However,  with  this  lower 
incidence  of  low  birth  weight  newborns,  we  see  less 
decline  than  observed  nationally  for  this  measure 
of  perinatal  outcome. 


TABLE  I 

MEAN  INFANT  MORTALITY  RATES  AND 
PERCENTAGES  OF  LOW  BIRTH  WEIGHT  (LBW) 
NEWBORNS  UNITED  STATES  AND 
SOUTH  DAKOTA 

1975-1979  AND  1980-1984 

1975-1979  1980-1984 

Decline 

Mean  Infant  Mortality  Rate 

United  States  14.5  11.6 

South  Dakota  14.9  10.7 

20% 

28% 

Mean  Neonatal  Mortality  Rate 

United  States  10.2  7.7 

South  Dakota  10.0  6.3 

25% 

37% 

Mean  Postneonatal  Mortality  Rate 
United  States  4.3  3.9 

South  Dakota  4.9  4.4 

9% 

10% 

Mean  Percentage  of  LBW  Newborns 
United  States  7.2  6.8 

South  Dakota  5.3  5.1 

6% 

4% 

Mortality  Rates  per  1 ,000  live  births 

Data  from  South  Dakota  Department  of  Health  and  Na- 
tional Center  for  Health  Statistics. 

Examination  of  neonatal  deaths  by  birth  weight 
contributes  to  a clearer  understanding  of  mortality 
among  newborns.  Between  1975  and  1984,  nearly 
two-thirds  of  neonatal  deaths  in  South  Dakota  were 
low  birth  weight  (<  2500  grams)  newborns,  which 
is  comparable  to  the  national  observations.7  Also 
mirroring  national  data  is  the  observation  that  in 
South  Dakota  only  20%  of  infants  who  die  in  the 
postneonatal  period  are  low  birth  weight  new- 
borns.7- 8 

Table  II  adds  an  important  dimension  to  exami- 
nation of  neonatal  mortality  and  low  birth  weight. 
This  graph  illustrates  the  impressive  national  and 
state  decline  in  neonatal  mortality.  Contrasting  with 
the  slope  of  the  graph  for  newborn  mortality  rates 
is  the  relatively  horizontal  line  indicating  the  modest 
progress  in  reducing  the  percentage  of  low  birth 
weight  newborns. 

CAUSE  OF  INFANT  DEATH 

Table  III  presents  a broad  view  of  the  causes  of 
infant  death  for  1983-1984,  the  most  recent  years 
for  which  national  and  state  data  are  available.  Con- 
genital anomalies  is  the  leading  cause  of  infant  death, 
accounting  for  22%  of  all  infant  deaths  in  the  entire 
United  States  and  26%  of  those  in  South  Dakota. 
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Congenital  Anomalies,  Sudden  Infant  Death  Syn- 
drome, Respiratory  Distress  Syndrome,  and  Dis- 
orders Related  to  Short  Gestation  account  for  more 
than  one-half  of  all  infant  deaths  in  South  Dakota. 
Examination  of  the  causes  of  death  during  the  neo- 
natal period  shows  that  28%  of  white  and  33%  of 
Indian  deaths  in  South  Dakota  are  noted  on  death 
certificates  to  be  caused  by  “conditions  in  the  per- 
inatal period”  such  as  complications  of  pregnancy, 
labor  and  delivery,  and  infection.9- 10 


Data  regarding  Sudden  Infant  Death  Syndrome 
(SIDS),  for  these  two  years,  show  that  in  South 
Dakota  SIDS  was  the  cause  of  37%  of  all  white 
and  nearly  half  (49%)  of  all  Indian  postneonatal 
deaths.9-  10  Forty-five  percent  of  all  SIDS  victims 
during  1983  and  1984  were  Indian  babies.9- 10  Be- 
tween 1980  and  1984,  the  mean  mortality  rate  for 
SIDS  in  South  Dakota  was  2.0  per  1 ,000  live  births; 
the  national  mean  rate  for  that  period  was  1.5  per 
1 ,000  live  births.3- 917 

WHITE  VS.  NON-WHITE  INFANT 
MORTALITY 

To  further  understand  infant  mortality  in  South 
Dakota,  an  examination  of  the  rates  for  the  white 
and  non-white  populations  must  be  made.*  Al- 
though 13%  of  all  births  in  South  Dakota  between 
1980  and  1984  were  non-white,  21%  of  the  neonatal 
and  38%  of  the  postneonatal  deaths  occurred  among 
this  population.913 

The  clearly  disproportionate  incidence  of  death  for 
non-white  infants  in  South  Dakota  is  shown  in  Table 
IV.  Between  1980  and  1984  the  rate  of  neonatal 
death  was  almost  twice  as  high  as  it  was  for  white 
newborns.  Furthermore,  the  rate  of  death  after  the 
27th  day  of  life  was  almost  four  times  as  high  for 
non-white  as  for  white  infants  in  South  Dakota  dur- 
ing that  period. 

Table  IV  also  compares  South  Dakota  white/non- 
white data  with  the  national  data  for  these  groups. 
Between  1980  and  1984  the  mean  Neonatal  Mor- 


* In  South  Dakota,  93%  of  the  Non-White  births  are  Indian. 


TABLE  III 

CAUSE  OF  INFANT  DEATH 
UNITED  STATES  AND  SOUTH  DAKOTA 

1983-1984 

United  States  South  Dakota 


Mean  Rate* 

% of  All  Deaths 

Mean  Rate* 

% of  All  Deaths 

Congenital  anomalies  (740-759) 

236.5 

22% 

268.5 

26% 

Sudden  infant  death  syndrome  (798) 

144.4 

13% 

212.4 

21% 

Respiratory  distress  syndrome  (769) 

99.1 

9% 

88.2 

9% 

Disorders  relating  to  short  gestation  and 
unspecified  low  birth  weight  (765) 

90.2 

8% 

60.1 

6% 

Newborn  affected  by  maternal  complica- 
tions of  pregnancy  (761) 

39.1 

4% 

20.0 

2% 

Intrauterine  hypoxia  and  birth  asphyxia 
(768) 

32.4 

3% 

32.1 

3% 

Newborn  affected  by  complications  of  pla- 
centa, cord,  and  membranes  (762) 

24.0 

2% 

20.0 

2% 

Infections  specific  to  the  perinatal  period 
(771) 

24.1 

2% 

8.0 

1% 

Accidents  and  adverse  effects  (E800-E949) 

24.5 

2% 

28.1 

3% 

Pneumonia  and  Influenza  (480-487) 

19.9 

2% 

24.0 

2% 

* Rates  per  100,000  live  births. 

(ICD  Codes,  Ninth  Revision,  1975) 

Data  from  South  Dakota  Department  of  Health  and  National  Center  for  Health  Statistics,  analysis  by  author. 
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TABLE  IV 

NEONATAL  AND  POSTNEONATAL  MORTALITY  RATES 
WHITES  AND  NON-WHITES 
UNITED  STATES  AND  SOUTH  DAKOTA 

1980-1984 


Data  from  South  Dakota  Department  of  Health  and  National  Center 
for  Health  Statistics. 


tality  Rate  for  non-whites  in  South  Dakota  was  less 
than  the  national  mean  rate  for  non- whites  ( 10.2  vs. 
11.3).  However,  for  older  babies  in  South  Dakota, 
the  non-white  mean  Postneonatal  Mortality  Rate  was 
considerably  higher  than  the  national  mean  rate  for 
this  group  (12.1  vs.  6.1).  For  the  white  population, 
the  South  Dakota  mean  Neonatal  Mortality  Rate  is 
almost  one  point  below  the  national  mean  rate  (5.7 
vs.  6.8),  and  slightly  less  than  the  national  mean 
for  Postneonatal  Mortality  (3.1  vs.  3.3). 

DISCUSSION 

Infant  mortality,  as  noted  by  Newsholme  soon 
after  the  turn  of  the  century,  is  a social  welfare  issue 
affected  by  factors  that  extend  beyond  the  sphere 
of  health  care.  This  is  well  portrayed  by  the  South 
Dakota  data  that  show  major  discrepancies  between 
the  declines  of  neonatal  and  postneonatal  rates,  be- 
tween decreases  in  neonatal  mortality  rates  and  the 
incidence  of  low  birth  weight,  and  between  survival 
rates  for  the  white  and  non-white  populations. 

Many  factors  can  be  identified  as  contributing  to 
the  declining  incidence  of  neonatal  mortality  in  South 
Dakota.  A federal  grant  to  the  state  between  the 
years  1977-1981  enabled  the  availability  of  a variety 
of  new  perinatal  services.  These  included  the  de- 
velopment of  a perinatal  transport  system,  advanced 
training  courses  for  neonatal  nurses,  subspecialty 
pediatric  and  obstetric  medical  care,  and  more  highly 
developed  neonatal  intensive  care  and  related  serv- 
ices. These  developments,  together  with  the  com- 
mitment of  the  private  medical,  hospital  and  lay 
communities,  the  South  Dakota  State  Health  De- 
partment, University  of  South  Dakota  School  of 
Medicine,  and  South  Dakota  State  University  Col- 


lege of  Nursing,  are  associated  with  improved  sur- 
vival for  newborns. 

In  spite  of  the  progress  in  the  provision  of  neo- 
natal care,  there  has  been  little  corresponding  prog- 
ress in  reducing  the  need  for  this  service.  South 
Dakota  data  have  paralleled  national  trends,  with 
little  change  in  the  percentage  of  low  birth  weight 
newborns.  To  address  the  concern  about  the  inci- 
dence of  low  birth  weight,  and  its  costly  care  and 
morbidity,  national  attention  has  focused  upon  in- 
creasing access  to  and  utilization  of  prenatal  care. 
The  data  show  such  care  to  be  very  cost  effective, 
saving  more  dollars  in  reduced  neonatal  and  infant 
care  costs  than  are  spent  in  providing  services.7’ 18 
Currently  in  South  Dakota,  almost  a quarter  of  white 
and  nearly  half  of  Indian  women  who  are  pregnant 
do  not  receive  early  (first  trimester)  prenatal  care.19 

Efforts  today  are  focused  not  only  upon  improv- 
ing access  to  and  utilization  of  prenatal  care,  but 
also  on  developing  educational  programs  for  phy- 
sicians, nurses  and  patients  emphasizing  early  de- 
tection of  premature  labor  and  the  prevention  of 
preterm  delivery.  Such  efforts  have  been  shown  to 
be  efficacious,20  the  March  of  Dimes  is  supporting 
this  educational  effort  in  South  Dakota. 

Also  of  concern  is  the  current  postneonatal  mor- 
tality rate  which  has  not  paralleled  the  reduction  in 
neonatal  mortality.  The  postneonatal  mortality  rate 
for  South  Dakota  over  the  most  recent  five-year 
period  is  higher  than  the  national  mean;  this  is  largely 
attributable  to  its  disproportionately  high  rate  among 
the  Indian  population  of  the  state. 

Nationwide,  some  80%  of  infants  who  die  after 
the  27th  day  were  not  low  birth  weight  newborns. 
Rather  deaths  are  high  among  populations  with  low 
socioeconomic  status,  poor  sanitation,  unsafe  hous- 
ing, limited  water  supply,  and  low  maternal  edu- 
cation.21 

The  Aberdeen  Area  Indian  Health  Service  reports 
that  50%  of  the  native  Americans  in  its  service  area 
live  below  the  poverty  level.22  This  may  well  be 
associated  with  the  Postneonatal  Mortality  Rate  for 
South  Dakota  Indians,  which  is  almost  four  times 
the  rate  for  the  white  population  of  the  state,  and 
nearly  twice  the  national  rate  for  non-whites.*  Fur- 
thermore, these  figures  should  be  considered  in  re- 
lation to  national  data  for  Indians.  Between  1981 
to  1983,  53%  of  all  American  Indians  were  living 
below  the  poverty  level,  yet  the  overall  Postneonatal 
Death  Rate  was  half  that  for  Indians  in  the  Aberdeen 
Indian  Health  Service  Area.22  Such  data  strongly 
suggest  that  the  mortality  among  Indian  infants  in 


* Data  from  the  Indian  Health  Service  show  that  between  1981 
and  1983  the  Postneonatal  Mortality  Rate  for  all  American 
Indians  was  6.1  per  1,000  live  births. 
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South  Dakota  involves  more  than  social  factors,  and 
implies  that  their  care  needs  are  less  well  met  than 
those  of  Indian  infants  in  other  service  areas. 

Of  additional  importance  to  understanding  the 
Postneonatal  Mortality  Rate,  is  the  fact  that  almost 
no  national  improvement  was  made  in  this  param- 
eter of  child  health  between  1981  and  1983.  During 
those  years  supportive  services  for  families  were 
reduced,  which  may  have  contributed  to  this  lack 
of  progress  noted  by  this  health  indicator.23  Cut- 
backs in  services  for  families  certainly  affected  the 
lives  of  South  Dakota  citizens  and  this  must  be 
considered  when  infant  mortality  data  for  our  state 
are  examined. 

To  examine  these  concerns,  the  American  Acad- 
emy of  Pediatrics  and  the  Indian  Health  Services 
are  launching  a three  year  study  of  mortality  among 
Indian  infants.  The  Aberdeen  Service  Area  was  se- 
lected as  one  of  the  three  sites  for  this  study  that 
will  identify  ways  of  addressing  this  deeply  con- 
cerning problem. 

COMMENTS 

What  can  be  done  to  improve  infant  mortality  in 
South  Dakota?  Two  major  concerns  are  identified 
by  these  analyses:  1)  low  birth  weight  and  2)  the 
current  mortality  for  Indian  infants,  especially  dur- 
ing the  postneonatal  period.  Low  Birth  Weight  has 
profound  implications  for  infant  health  and  costs  to 
society.  Prevention  of  preterm  delivery  is  essential 
to  the  improvement  of  perinatal  outcome.  To  high- 
light the  need  to  improve  mortality  for  Indian  infants 
is  the  fact  that  their  current  rates  in  South  Dakota 
are  comparable  to  those  for  infants  in  Cuba  and 
Costa  Rica.24  Currently,  projects  in  South  Dakota 
address  both  these  issues,  yet  attention  to  these  con- 
cerns need  not  wait  for  their  findings. 

Neither  the  incidence  of  low  birth  weight  nor 
infant  mortality  for  Indians  are  likely  to  be  amelio- 
rated by  technological  advances  alone.  These  are 
problems  that  require  education  for  patients  and 
health  care  providers,  changes  in  social  behavior, 
and  public  policy  initiatives.  The  birth  of  a sick 
newborn  prompts  immediate  transport  to  neonatal 
intensive  care.  A pregnancy,  however,  does  not  al- 
ways prompt  early  prenatal  care;  nor  can  all  families 
avail  themselves  of  a safe  environment  or  preventive 
health  care  for  the  infant.  One  may  speculate  that 
utilization  of  prenatal  care  would  enhance  the  like- 
lihood of  a family  to  use  health  care  services  after 
the  birth  of  a baby,  hopefully  providing  an  added 
measure  of  protection  to  the  infant’s  life. 

Effort  must  focus  upon  the  “hard  to  reach”  pop- 
ulation of  South  Dakota  citizens  who  may  not  on 
their  own  initiative  seek  services,  even  when  eco- 


nomic barriers  are  removed.  Outreach  efforts  and 
education  may  be  the  most  efficacious  approach  to 
improving  the  perinatal  outcome  for  this  population. 

Social  values  and  public  policy  are  hard  to  change. 
Personal  effort  to  reach  out  to  those  families  least 
likely  to  initiate  contact  with  services,  are  possible 
by  all  who  serve  mothers  and  infants  in  South  Da- 
kota. With  these  personal  efforts  there  should  be 
advocacy  for  the  further  development  of  a system 
of  health  care  delivery  that  is  responsive  to  the  life 
circumstances  of  South  Dakota’s  most  vulnerable 
citizens. 
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The  Use  of  Patient-Controlled  Analgesia 
for  Postoperative  Pain  Relief 

Patient-controlled  analgesia  is  a new  and,  perhaps,  better  technique  available  to 
manage  pain  in  postoperative  patients. 

Edward  F.  Anderson,  M.D.* 


ABSTRACT 

The  use  of  intermittent  intramuscular  injec- 
tions for  postoperative  pain  relief  in  patients  is 
painful,  has  unpredictable  results,  and  is  often 
the  reason  that  patients  fear  operations.  Patient- 
controlled  analgesia  is  a recently  available  tech- 
nique which  represents  an  alternative  in  the 
management  of  postoperative  pain.  Using  this 
technique,  patients  appear  to  have  less  pain  and 


INTRODUCTION 

The  fear  of  needles,  intramuscular  injections, 
blood  drawing,  and  postoperative  pain  is  often 
greater  than  that  of  the  actual  operation  in  many 
patients  who  enter  the  hospital  for  surgery.  In  ad- 
dition to  delay  in  treatment,  the  use  of  intramuscular 
injections  for  postoperative  pain  relief  is  painful  and 
often  has  unpredictable  and  invariable  results.  Fur- 
thermore, nursing  personnel  are  often  unaware  when 
the  patient  has  sufficient  pain  to  require  treatment. 

Marks  and  Sachar  in  1973  reported  that  nearly 
75%  of  hospitalized  patients  receiving  parenteral 
narcotics  failed  to  receive  adequate  pain  relief.1 
Donovan  reported  in  his  study  that  of  the  patients 
expressing  dissatisfaction  with  their  postoperative 
pain  relief,  most  stated  that  the  analgesic  drug  should 
have  been  given  more  frequently  and/or  that  larger 
doses  should  have  been  administered.2  Studies  have 
concluded  that  prescribed  dosages  of  analgesics  are 
often  less  than  half  of  what  is  needed  to  relieve  the 
patients’  pain.1-3  4 Furthermore,  these  dosages  are 
often  reduced  by  the  nursing  staff  in  the  recently 
anesthetized  patient.5  As  a result,  some  patients  may 
actually  receive  less  than  25%  of  the  pain  medi- 


*  Medical  Director,  Anesthesia  Department,  Sioux  Valley  Hos- 
pital, 1 100  South  Euclid,  Sioux  Falls,  SD. 


an  improved  sense  of  well-being  knowing  that 
they  are  “in  control.”  A protocol  for  using  this 
technique  as  well  as  the  advantages,  disadvan- 
tages, complications,  and  management  of  ad- 
verse effects  are  discussed.  Patient-controlled  an- 
algesia is  an  effective  means  of  post-operative 
pain  management  and  compares  well  with  other 
modalities  presently  available. 


cation  they  require.6  A technique  is  available,  pa- 
tient-controlled analgesia  (PCA),  which  represents, 
in  the  author’s  opinion,  a new  and  better  approach 
to  the  management  of  postoperative  pain. 

In  1963  Roe  demonstrated  that  small  intravenous 
(I.V.)  bolus  doses  of  narcotics  provided  more  ef- 
fective pain  relief  and  lower  dosage  requirements 
than  intramuscular  (I.M.)  injections.7  Sechzer,  in 
1967,  noted  the  cyclical  and  variable  nature  of  pain 
of  postoperative  patients  which  appeared  to  be  con- 
sistent in  each  patient  while  the  difference  in  pain 
varied  according  to  the  site  and  type  of  operation. 
As  a result,  he  first  described  the  use  of  on-demand 
patient-controlled  analgesic  therapy  administered  by 
a nurse  observer  in  postoperative  patients.8  Scott, 
in  1970,  described  the  use  of  a spring  clamp  for 
patient-controlled  meperidine  administration  in  pa- 
tients during  labor.9  Forrest  et  al,  in  1970,  described 
an  instrument  (Demand  Dropmaster,  Standford,  CA) 
which  administered  I.V.  analgesic  drugs  when  ac- 
tivated by  pressing  a button  on  a hand  grip.10  Sech- 
zer, in  1971,  published  results  of  his  studies  of  the 
analgesic  demand  system  on  postoperative  patients 
and  found  it  to  be  a highly  satisfactory  method  of 
treating  postoperative  pain.11  Keeri-Szanto,  in  1971, 
found  that  pain  relief  following  abdominal  and  tho- 
racic operations  can  be  increased  from  eighty  per- 
cent to  ninety-five  percent  with  postoperative  use 
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of  a demand  analgesia  device  (Demanalg,  Ontario, 
CAN).12  Keeri-Szanto  and  Heaman  in  1972  reported 
complete  analgesia  in  95%  of  postoperative  patients 
managed  by  automated  demand  analgesia  compared 
to  60%  of  106  patients  managed  by  conventional 
methods.13  Keeri-Szanto  suggested  the  application 
of  PCA  infusion  to  patients  having  pain  from  ter- 
minal illness.14  The  recognition  of  undertreatment 
of  patients  in  pain  with  routine  I.M.  injections 
has  long  been  recognized,1- 1517  and  on  demand 
PCA  has  been  proposed  as  a means  for  correcting 
this.1618 

The  unpredictable  results  of  intermittent  I.M.  in- 
jections is  well  recognized.  According  to  Austin, 
there  is  a five-fold  interpatient  and  two-fold  intra- 
patient range  in  peak  serum  meperidine  concentra- 
tion when  injected  I.M.  every  four  hours.17  When 
morphine  is  injected  I.M.,  Stanski  reported  that  ab- 
sorption is  both  rapid  and  complete  with  peak  plasma 
levels  occurring  within  twenty  minutes  of  injection. 
The  absorption  will  be  ninety  percent  complete 
within  forty-five  minutes.19  This  is  consistent  with 
clinical  observations  that  frequent  I.M.  dosing  is 
necessary  to  maintain  satisfactory  analgesia  and  why 
many  episodes  of  apparent  analgesic  failure  occur. 
In  addition,  the  time  between  patient  recognition  of 
need  for  additional  analgesia  and  achievement  of 
this  effect  from  I.M.  injection  is  often  unnecessarily 
long  due  to  communication  and  retrieval  delays.  On 
the  other  hand.  Graves  et  al  determined  that  the 
majority  of  patients  using  a morphine  PCA  infusion 
pump  have  stable  morphine  concentrations  between 
twenty  and  eighty-two  ng/ml.20  As  a result,  there 
will  be  no  peaks  and  valleys  resulting  in  alternating 
periods  of  sedation  and  pain  as  with  patients  re- 
ceiving intermittent  I.M.  injections  (Fig.  1). 
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Figure  1 

Relationship  between  dosing  interval,  analgesic  drug  con- 
centration, and  clinical  effect  of  PCA  (straight  line)  com- 
pared to  intermittent  intramuscular  analgesic  therapy  (bro- 
ken line). 

Since  the  introduction  of  the  use  of  on-demand 
PCA  infusion,  clinical  reports  have  been  enthusias- 


tic. Reasons  justifying  its  use  as  a superior  means 
of  providing  postoperative  pain  relief  compared  to 
intermittent  I.M.  injections  are  listed  in  Table  I. 
Even  with  PCA  infusion  there  is  a wide  range  in 
analgesic  requirements  with  no  relationship  in  dose 
required  to  patient  size  when  administered  for  post- 
operative pain  relief.21-23  With  this  technique,  how- 
ever, the  patient  can  administer  a dose  which  is 
optimal  for  individual  pain  relief. 


TABLE  I 

ADVANTAGE  OF  POSTOPERATIAVE  PCA 
INFUSION  COMPARED  TO  INTERMITTENT 
INTRAMUSCULAR  INJECTIONS19 

Less  swings  in  serum  drug  concentration. 

A continuous,  optimal  serum  drug  concentration  in  which 
patient  is  analgesic  and  unsedated. 

Use  of  less  overall  narcotics  for  certain  operations. 

A decrease  in  lag  time  by  self  administration. 

Improved  pulmonary  recovery  in  thoracic  and  abdom- 
inal operations. 

Increased  patient  activity. 

Improved  sense  of  “well  being”  in  patients  knowing  they 
are  “in  control.” 

Decreased  dependency  on  nursing  staff. 


Contraindications  to  the  use  of  on-demand  PCA 
include:  intracranial  lesions;  chronic  lung  or  other 
severe  lung  disease;  seriously  debilitated  patients; 
acute  hypovolemia;  the  presence  of  neurological  or 
psychiatric  disorders;  patients  who  are  drug  abusers; 
allergy  to  the  drug  being  infused;  and  prior  use  of 
narcotic  antagonists.19 

Untoward  effects  of  this  technique  are  those  of 
the  agent  being  infused.  With  morphine  these  ef- 
fects would  include:  central  nervous  system  (eu- 
phoria, drowsiness,  changes  in  mood,  mental  cloud- 
ing and  somnolence);  miosis;  respiratory  (a  dose 
dependent  decrease  in  the  responsiveness  of  the  res- 
piratory center  to  carbon  dioxide  with  possible  bron- 
choconstriction);  cardiovascular  (vasodilatation  and 
increased  vagal  activity);  gastrointestinal  (nausea 
from  stimulation  of  the  emetic  chemoreceptor  trig- 
ger zone,  decrease  in  biliary  and  pancreatic  secre- 
tions, decrease  in  activity  of  the  small  and  large 
intestines,  increased  anal  sphincter  tone  and  biliary 
spasm);  urinary  (augmented  detrusor  muscle  tone 
of  the  bladder,  increased  vesicle  sphincter  tone  with 
urinary  retention);  neuromuscular  (truncal  rigidity 
in  high  doses);  and  flushing  of  the  skin  with  pru- 
ritus.24 These  effects  may  be  reversed  in  a dose- 
dependent  manner  by  the  narcotic  antagonist,  nal- 
oxone. Recently  Rosen  stated  that  greater  than  3,000 
patients  had  received  this  technique  with  no  deaths.25 

Several  PCA  systems  are  available  or  will  be  in 
the  near  future.  These  include  the  Abbott  Life  Care 
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PCA  Infuser  (Abbott  Labs,  North  Chicago,  IL),  the 
Bard  Harvard  PCA  (C.R.  Bard  Inc.,  Englewood, 
CO),  Intermedics  (Graseby  Dynamics)  Cardiff  Pal- 
liator  (Intermedics,  Inc.,  Angelton,  TX),  The  Phar- 
macia Prominject  (Pharmacia  Inc.,  Piscataway,  NJ), 
the  Deltec  Cadd-Pac  (Deltec  Systems  Inc.,  St.  Paul, 
MN),  the  On-Demand  Analgesia  Computer  (ODAC, 
Janssen  Scientific  Instruments,  Beerse  Belgium)  and 
the  Travenol  PCA  System  (Travenol  Laboratories, 
Deerfield,  IL).26  Many  of  these  are  discussed  in 
detail  by  White.6 

The  Bard  Harvard  PCA  infusion  pump  is  used  at 
Sioux  Valley  Hospital  and  has  as  its  basis  the  com- 
puter controlled  regulation  of  a Harvard  infusion 
pump.  The  Bard  pump  has  the  advantages  of:  plus 
or  minus  one  percent  accuracy  rate;  greater  than  15 
years  experience  without  a runaway  pump;  a larger 
(60  ml.)  syringe  capacity;  microbore  tubing;  anti- 
reflux valve;  PCA,  continuous,  and  PCA/basal 
modes;  total  history  recall  capability;  no  indication 
to  patient  when  next  dose  is  available;  and  a precise 
405  step  motor  with  alarms  and  negative  feedback 
for  safety.  The  PCA/basal  mode  is  a recently  intro- 
duced mode  which  provides  low  level  continuous 
infusion  with  supplementary  patient  control.  Bolus 
doses  may  be  administered  by  the  nurses  in  recovery 
room  or  patients  in  their  room  for  initial  pain  relief 
(Fig.  2). 27 

In  postoperative  patients  the  PCA  pump  may  be 
started  immediately  in  the  recovery  room  or  as  soon 
as  patients  return  to  their  room.  For  ease  in  patient 
transfer  and  accurate  location  of  the  pumps,  our 
infusion  pumps  are  not  connected  to  the  patient  until 
the  patient  returns  to  the  room  from  surgery.  It  is 
necessary  before  connecting  the  pump  to  the  patient 
that  the  anti-reflux  valve  be  inserted  into  the  intra- 
venous tubing  (Fig.  3).  This  will  prevent  reflux  of 
the  injected  dose  retrograde  through  the  I.  V.  tubing. 

Before  entering  information  into  the  computer  on 
the  infusion  pump,  it  is  important  for  all  personnel 
to  be  adequately  instructed  in  its  proper  use.  As 
with  blood  transfusions,  it  is  important  for  two  nurses 
to  countercheck  the  information  programmed  into 
the  computer  to  avoid  any  errors.  Morphine,  when 
used,  is  prepared  in  the  pharmacy  in  a 1 mg  per  ml 
concentration  in  the  60  ml  syringe.  Meperidine 
(Demerol),  should  it  be  preferred,  may  be  prepared 
in  a 10  mg  per  ml  concentration.  Hydromorphone 
(Dilaudid)  is  prepared  in  a 0.1  mg  per  ml  concen- 
tration. The  information  necessary  for  the  Bard  Har- 
vard PCA  infusion  pump  includes  security  code  and 
treatment  (dose,  delay  time,  additional  bolus,  1 hour 
limit,  and  basal  rate).27 

The  information  which  the  physician  should  in- 
dicate to  nursing  personnel  is  listed  in  Table  II.  A 
bolus  dose  may  be  initially  administered,  when  in- 


Figure  2 

The  Bard  Harvard  PCA  Infusion  Pump. 

2a.  (Top)  The  infusion  pump  control  panel  with  the  cover 
in  the  locked  position  and  revealing  the  patient  safety  warn- 
ing. 

2b.  (Bottom)  The  infusion  pump  control  panel  with  the 
protective  cover  unlocked  and  removed  and  revealing  the 
prefdled  syringe  of  narcotic  infusion  solution. 


Infusion  line  schematic  for  the  Bard  Harvard  PCA  System. 
(Anti-reflux  Y-Set.)  A)  Insertion  site  for  primary  intrave- 
nous line,  B)  Connection  for  intravenous  to  patient,  C) 
Insertion  site  for  line  from  Harvard  PCA  pump. 
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dica ted,  prior  to  the  maintenance  dose.  Examples 
of  bolus  and  maintenance  doses  are  listed  in  Table 
III.  Should  the  patient  not  experience  any  pain  relief 
after  one  hour,  the  dose  may  be  increased  by  0.5 
ml  (or  0.5  mg  with  morphine).  Similarly,  if  the 
patient  appears  drowsy  or  sedate  with  respiratory 
depression  after  one  hour,  the  dose  may  be  de- 
creased by  the  same  amount.  If  the  patient  continues 
to  complain  of  inadequate  pain  relief  after  two  dose 
increases,  the  prescribing  physician  should  be  called. 


TABLE  0 

INFORMATION  REQUIRED  FOR 
BARD  HARVARD  PCA  PUMP  7 

Drug 

Concentration mg. /ml. 

Bolus  or  loading  dose mg. 

PCA  Mode mg.  every  10  min. 

Maximum  dose  allowed  per  hour mg. 


TABLE  III 

DRUG  DOSES  FOR  PCA  INFUSION''  27 

PCA  Mode 

One  hour 

Drug 

Bolus  (every  10  min.) 

limit 

Morphine  (mg.) 

2-5  1 

6 

Meperidine  (mg.) 

10-25  10 

60 

Hydromorphone 

0.5-1. 5 0.1 

0.6 

(mg.) 

The  delay  time,  which  indicates  the  minimal 
amount  of  time  between  allowed  subsequent  doses, 
usually  is  ten  minutes,  however,  this  may  be  ad- 
justed accordingly  in  patients  who  require  larger  or 
smaller  amounts  of  drugs.  Should  the  patient  at- 
tempt to  administer  the  medication  before  the  delay 
allows,  the  delay  will  override  this,  and  the  medi- 
cation will  not  be  administered.  In  addition,  the 
computer  will  record  all  attempted  injections  by  the 
patient.  If  the  bolus  amount  of  the  medication  is 
initially  administered  in  the  recovery  room,  after 
transportation  and  delay  time  in  returning  to  their 
room,  patients  may  develop  recurrent  pain  and  re- 
quire a second  small  bolus  of  medication.  This  may 
be  administered  by  the  nurses  if  prescribed  by  the 
physician.  Otherwise  the  patient  may  require  mul- 
tiple more  frequent  injections. 

It  is  very  important  to  assess  and  record  respi- 
rations especially  during  the  initial  part  of  the  in- 
fusion. We  record  the  respiratory  rate  every  15  min- 
utes for  the  first  hour,  every  30  minutes  for  the  next 
three  hours,  every  hour  for  the  next  eight  hours, 
and  then  every  four  hours  until  the  infusion  is  dis- 
continued. These  are  recorded  on  a vital  sign  flow 


sheet.  Should  the  patient  develop  respiratory  depres- 
sion, the  infusion  pump  must  be  discontinued  and 
naloxone  (Narcan)  0.2  mg  administered  immedi- 
ately I.V.  This  dose  should  be  repeated  as  necessary 
for  continuing  respiratory  depression.  Anesthesia, 
nursing  personnel,  and  the  prescribing  physician 
should  be  notified. 

It  is  also  important  to  inform  all  family  and  friends 
who  visit  the  patient  that  they  are  not  to  touch  the 
PCA  infusion  pump  or  control.  In  so  doing  they 
may  overmedicate  the  patient.  The  computer  will 
record  all  injection  attempts,  and  this  should  alert 
nursing  personnel  to  question  the  patient  and/or 
family  regarding  this  potential  problem.  Some  pa- 
tients may  experience  nausea  while  using  the  PCA 
infusion  pump.  This  may  be  related  to  postural  hy- 
potension or  a vestibular  reaction  in  some  since  it 
will  occur  mainly  in  the  upright  position.  There 
appears  to  be  slightly  more  nausea  with  this  tech- 
nique compared  to  intermittent  I.M.  injections, 
however  most  patients  continue  to  prefer  use  of  the 
PCA  infusion  pump  because  of  better  pain  relief 
and  control  of  their  pain.  Nausea  appears  to  be  more 
common  with  meperidine  than  morphine  and  in  pa- 
tients with  abdominal  rather  than  orthopedic  pro- 
cedures. Nausea,  when  it  occurs,  may  be  treated 
with  conventional  therapy.  The  use  of  TransDerm 
Scope  (scopolamine)  patches  has  been  reported  to 
prevent  nausea  when  used  prophylactically  in  the 
perioperative  setting,  however  this  has  not  been  the 
author’s  experience.28  Metoclopramide  (Reglan) 
administered  in  doses  of  10  mg.  I.V.  every  six  to 
eight  hours  for  48  hours  postop  will  decrease  post- 


TABLE IV 

SUMMARY  OF  PROBLEMS  THAT  CAN  OCCUR 
DURING  PCA  THERAPY" 

Operator  errors 

Misprogramming  PCA  device 
Failure  to  clamp  or  unclamp  tubing 
Improperly  loading  syringe  or  cartridge 
Inability  to  respond  to  safety  alarms 
Misplacing  PCA  pump  key 

Patient  errors 

Failure  to  understand  PCA  therapy 
Misunderstanding  PCA  pump  device 
Intentional  analgesic  abuse 

Mechanical  problems 

Failure  to  deliver  on  demand 
Cracked  drug  vials  or  syringes 
Defective  one  way  valve  at  “Y”  connector 
Faulty  alarm  system 
Malfunctions  (e.g.,  lock) 


operative  nausea  according  to  a recent  study.29  Uri- 
nary retention,  pruritus,  and  constipation  may  also 
be  commonly  seen  and  treated  with  I.V.  naloxone. 
White  recently  summarized  other  problems  that  can 
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occur  during  PCA  therapy,  and  these  are  listed  in 
Table  IV.  In  spite  of  its  possible  untoward  second- 
ary effects,  patient  acceptance  and  satisfaction  has 
been  outstanding  with  postoperative  PCA  infusion. 
At  the  present  time  there  are  26  infusion  pumps 
used  in  postoperative  patients  at  Sioux  Valley  Hos- 
pital, and  this  number  will  likely  increase  in  the 
future.  It  is  important  to  note  that  there  are  alter- 
native means  of  providing  narcotic  administration 
for  pain  relief  in  postoperative  patients,  and  the 
advantages  and  disadvantages  of  each  are  listed  in 
Table  V. 


TABLE  V 

THEORETICAL  ADVANTAGES  AND 
DISADVANTAGES  OF  VARIOUS 
POSTOPERATIVE  NARCOTIC  ADMINISTRATION 
TECHNIQUES6 


Technique 

Intramuscular 


Advantages  Disadvantages 

Simplicity  Slow  onset,  unpre- 

dictable 


Intravenous  bolus 


Intrathecal,  epi- 
dural 

Continuous  infu- 
sions 

Patient-controlled 


Rapid  onset 


Longer  dura- 
tion 

Improved 

“control” 

Improved 
“control,” 
fewer  side  ef- 
fects, less  nurs- 
ing care 


Shorter  duration, 
“peaks  and  val- 
leys” 

Slower  onset,  more 
side  effects 

Greater  nursing 
care,  infusion  de- 
vice 

Special  pump  and 
supplies 


CONCLUSION 

The  use  of  the  on-demand  PCA  infusion  pump 
has  been  described  for  patient  controlled  analgesia 
in  the  postoperative  period.  Reasons  justifying  its 
use,  contraindications,  and  problems  associated  with 
the  pump  have  been  discussed.  Patients  have  been 
very  enthusiastic  regarding  the  use  of  the  pump  dur- 
ing their  postoperative  period,  and  it  is  felt  that  the 
use  of  the  PCA  infusion  pump  is,  indeed,  a tech- 
nique which  will  eliminate  the  apprehension  patients 
experience  concerning  their  upcoming  operation. 
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The  Bear  Market  and  Its  Impact  on 
Medical  Economics 

October  nineteenth,  black  mon- 

day,  will  have  more  impact  on  grass  roots 
medical  economics,  physicians’  fees  in  particular, 
than  any  other  single  day  in  the  last  twenty  years. 
In  my  opinion,  we  as  physicians  are  about  to  take 
the  brunt  of  the  billions  of  dollars  lost  by  this  coun- 
try’s health  care  companies. 

By  the  time  you  read  this  the  “crash”  is  likely 
to  have  resulted  in  an  acceleration  of  efforts  for  cost 
containment.  The  remainder  of  the  economy  will 
rebound  quickly  but  we  will  not  be  so  lucky.  As 
reported  recently  in  American  Medical  News,  the 
federal  deficit  is  so  closely  identified  with  the  crash 
that  new  reductions  in  Medicare  and  entitlement 
programs  are  to  be  expected.  As  physicians,  we  can 
expect  even  more  deplorable  government  decisions 
to  be  made  on  fiscal  rather  than  health  policy. 

We  can  expect  a push  for  more  contracts  between 
payers  such  as  Medicaid  and  Indian  Health  Service 
with  hospitals,  and  subsequent  pressure  by  both  on 
physicians  to  provide  more  care  for  less  reimburse- 
ment with  more  retroactive  constraints  and  penal- 
ties. The  government  will  continue  to  emphasize 
paramedical  personnel,  nurse  midwives  and  others 
with  an  eye  only  on  the  bottom  line. 

We  have  known  for  sometime  now  about  the  Har- 
vard AM  A Relative  Value  Study  presently  under- 
way. You  can  bet  that  there  is  more  “Harvard” 
than  “AMA.”  Certainly  not  because  the  latter,  as 
well  as  the  specialty  societies,  are  not  trying  but 
because  the  “Harvard”  attitude  — to  wit  the  DRGs 


— is  more  to  the  liking  of  the  federal  government. 
We  should  not  rely  on  this  RVS  to  help  us.  Not 
only  procedure  oriented  specialties  but  primary  care 
physicians  are  developing  serious  reservations  about 
the  study. 

On  the  other  hand,  there  are  those  in  Congress 
who  are  pushing  a fee  plan,  such  as  that  used  in 
Canada,  in  order  to  curb  spending  on  physician  serv- 
ices. These  proponents  aren’t  even  original  enough 
to  evaluate  our  own  problems  but  have  committees 
and  subcommittees  of  Canadians  who  inform  us  that 
“in  Canada,  physicians,  patients,  and  the  govern- 
ment ...  all  are  pleased  ...”  with  the  present 
negotiated  health  plan.  Who  do  they  think  they  are 
kidding?  We  all  know  Canadian  physicians  with 
experience  in  the  Canadian  system  and  none  to  my 
knowledge  are  happy  with  it.  True,  it  is  better  now 
than  it  has  been  in  the  past  because  “the  pain  that 
you  know  is  less  than  the  fear  of  what  you  don’t 
know”  and  the  “survive  on  your  own  merit”  ap- 
proach to  the  practice  of  medicine  is  essentially  non- 
existent there.  This  is  not  to  say  that  Canadian  phy- 
sicians are  any  less  conscientious  than  we  are.  Cer- 
tainly this  is  not  the  case  but  it  is  true  that  they  do 
not  have  the  freedoms  of  those  of  us  in  the  “lower 
forty-eight.” 

What  is  occurring  to  combat  all  of  these  processes 
which  are  so  negatively  affecting  the  profession  of 
medicine? 

Here  in  the  United  States  the  practice  of  medicine 
has  been  slowly  changing  from  solo  practitioners 
assuming  the  financial  risk  or  reward  for  our  be- 
havior (“sink  or  swim”)  to  domination  by  groups; 
not  necessarily  more  economic  or  efficient  but  cer- 
tainly more  powerful.  This  change  will  be  accel- 
erated by  the  need  for  more  unified  voices. 

This  unification  of  voices  is  more  preferable  than 
the  forced  consideration  of  the  increasing  numbers 
of  employed  physicians  who  feel  forced  to  deal  with 
the  National  Labor  Relations  Board  (NLRB)  for  the 
right  to  organize  as  a separate  bargaining  unit  to 
protect  themselves  and  the  interests  of  their  patients. 
In  a typical  move  to  dilute  the  effort,  the  NLRB 
wants  to  lump  physicians  with  nurses  and  others  in 
all-professional  bargaining  units  or  simply  to  in- 
appropriately classify  these  physicians  as  manage- 
ment and  thereby  not  have  to  deal  with  them. 
Whether  we  agree  with  the  effort  of  these  physicians 
or  not  they  are  us  and  deserve  our  support.  Fortu- 
nately and  typically,  the  AMA  has  foreseen  this 
struggle  and  is  prepared  to  support  them  while  we 
are  sorting  things  out. 

Another  way  we  are  adapting  is  to  become  better 

(Continued  on  next  page) 
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business  people.  We  are  learning  the  rules  of  in- 
surance reimbursement.  Most  of  us  have  given  bill- 
ing a low  priority  because  we  felt  we  were  too  busy 
or  idealistic.  Now  we  are  learning  that  we  can  main- 
tain our  idealism  and  still  not  let  thousands  of  earned 
dollars  slip  through  our  fingers. 

By  simply  coding  claims  properly  (quite  different 
from  “unbundling”  of  services)  we  can  prevent  this 
waste  of  earnings. 

Since  this  requires  better  record  keeping  for  jus- 
tification, we  may  also  realize  a better  quality  of 
care  and  will  be  better  prepared  to  defend  our  care 
in  a liability  action  as  well  as  to  the  patient  and 
third  party  payers. 

We  are  becoming  better  educated  and  more 
knowledgeable  about  these  processes.  As  payers 
place  more  and  more  emphasis  on  saving  money  at 
the  expense  of  quality  of  care  we  are  becoming  more 
and  more  selective  of  the  programs  in  which  we 
participate. 

We  are  becoming  more  vocal  and  with  increasing 
clout  as  seen  recently  by  the  legal  action  taken  by 
courageous  physicians  in  the  Minneapolis-St.  Paul 
area.  Having  finally  been  persecuted  beyond  their 
tolerance,  they  sued  a third  party  payer  to  force  an 
improvement  in  the  quality  of  care  and  succeeded. 

Here  in  South  Dakota,  Dakotacare  is  proving  to 
be  one  of  the  strongest  quality  of  care  moves  that 
could  have  been  made. 

We  are  also  developing  district-by-district  (thus 
far)  a program  to  identify  truly  indigent  Medicare 
age  recipients  so  that  we  can  forego  balance-billing 
for  these  individuals.  In  addition  to  the  humanitarian 
aspect  is  the  unnecessary  loss  of  additional  revenue 
in  the  cost  of  sending  statements. 

In  general,  we  are  becoming  less  naive  in  dealing 
with  our  tormentors.  As  stated  by  James  Suver, 
DBA,  a professor  of  health  administration  at  the 
University  of  Colorado,  “Physicians  are  learning 
that  the  health  care  system  cannot  survive  without 
them.  I think  the  doctors  are  realizing  that  they  still 
have  a lot  of  power.” 

Right  on.  Doctor  Suver.  ■ 


ARAFATE 


(sucralfate) 

BRIEF  SUMMARY 

CONTRAINDICATIONS 

There  are  no  known  contraindications  to  the  use  of  sucralfate. 

PRECAUTIONS 

Duodenal  ulcer  is  a chronic,  recurrent  disease.  While  short-term  treatment 
with  sucralfate  can  result  in  complete  healing  of  the  ulcer,  a successful 
course  of  treatment  with  sucralfate  should  not  be  expected  to  alter  the 
post-healing  frequency  or  severity  of  duodenal  ulceration. 

Drug  Interactions:  Animal  studies  have  shown  that  the  simultaneous 
administration  of  CARAFATE  with  tetracycline,  phenytoin,  or  cimetidine  will 
result  in  a statistically  significant  reduction  in  the  bioavailability  of  these 
agents.  This  interaction  appears  to  be  nonsystemic  in  origin,  presumably 
resulting  from  these  agents  being  bound  by  CARAFATE  in  the  gastrointesti- 
nal tract.  The  bioavailability  of  these  agents  may  be  restored  simply  by 
separating  the  administration  of  these  agents  from  that  of  CARAFATE  by 
two  hours.  The  clinical  significance  of  these  animal  studies  is  yet  to  be 
defined. 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility:  No  evi- 
dence of  drug-related  tumorigenicity  was  found  in  chronic  oral  toxicity 
studies  of  24  months'  duration  conducted  in  mice  and  rats  at  doses  up  to  1 
gm/kg  (12  times  the  human  dose).  A reproduction  study  in  rats  at  doses  up 
to  38  times  the  human  dose  did  not  reveal  any  indication  of  fertility  impair- 
ment. Mutagenicity  studies  have  not  been  conducted. 

Pregnancy:  Pregnancy  Category  B.  Teratogenicity  studies  have  been 
performed  in  mice,  rats,  and  rabbits  at  doses  up  to  50  times  the  human  dose 
and  have  revealed  no  evidence  of  harm  to  the  fetus  due  to  sucralfate.  There 
are,  however,  no  adequate  and  well-controlled  studies  in  pregnant  women. 
Because  animal  reproduction  studies  are  not  always  predictive  of  human 
response,  this  drug  should  be  used  during  pregnancy  only  if  clearly  needed. 

Nursing  Mothers:  It  is  not  known  whether  this  drug  is  excreted  in 
human  milk.  Because  many  drugs  are  excreted  in  human  milk,  caution 
should  be  exercised  when  sucralfate  is  administered  to  a nursing  woman. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been 
established. 

ADVERSE  REACTIONS 

Adverse  reactions  to  sucralfate  in  clinical  trials  were  minor  and  only  rarely  led 
to  discontinuation  of  the  drug.  In  studies  involving  over  2,500  patients, 
adverse  effects  were  reported  in  121  (4.7%).  Constipation  was  the  most 
frequent  complaint  (2.2%).  Other  adverse  effects,  reported  in  no  more  than 
one  of  every  350  patients,  were  diarrhea,  nausea,  gastric  discomfort,  indi- 
gestion, dry  mouth,  rash,  pruritus,  back  pain,  dizziness,  sleepiness,  and  vertigo. 

DOSAGE  AND  ADMINISTRATION 

The  recommended  adult  oral  dosage  for  duodenal  ulcer  is  1 gm  four  times  a 
day  on  an  empty  stomach. 

Antacids  may  be  prescribed  as  needed  for  relief  of  pain  but  should  not 
be  taken  within  one-half  hour  before  or  after  sucralfate. 

While  healing  with  sucralfate  may  occur  during  the  first  week  or  two, 
treatment  should  be  continued  for  4 to  8 weeks  unless  healing  has  been 
demonstrated  by  x-ray  or  endoscopic  examination. 

HOW  SUPPLIED 

CARAFATE  (sucralfate)  1-gm  pink  tablets  are  supplied  in  bottles  of  100  and 
in  Unit  Dose  Identification  Paks  of  100.  The  tablets  are  embossed  with 
MARION/1712.  Issued  3/84 
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Ulcer  therapy 
that  won’t  yield, 
even  to  smoking 


What  do  you  do  for  duodenal  ulcer  patients  who  should 
stop  smoking,  but  won't?  Both  cimetidine1  and  ranitidine2 
have  been  shown  less  effective  in  smokers  than 
nonsmokers. 

Choose  CARAFATE®  (sucralfate/Marion).  Two  recent 
studies  show  Carafate  to  be  as  effective  in  smokers  as 
nonsmokers.34  A difference  further  illustrated  in  a 
283-patient  study  comparing  sucralfate  to  cimetidine5: 

Ulcer  healing  rates: 

(at  four  weeks  of  therapy)5 

Sucralfate: 


All  patients 
Smokers 


All  patients 


Cimetidine: 


79.4% 

81.6%* 

76.3% 


Smokers  62.5% 

‘Significantly  greater  than  cimetidine  smoker  group  (P<. 05). 


Carafate  has  a unique,  nonsystemic  mode  of  action 
that  enhances  the  body's  own  ulcer  healing  ability  and 
protects  the  damaged  mucosa  from  further  injury. 

When  your  ulcer  patient  is  a smoker,  prescribe  the 
ulcer  medication  that  won't  go  up  in  smoke:  safe, 
nonsystemic  Carafate. 

Nothing  works  like 


ARAFATE 

sucralfate/Marion 

Please  see  adjoining  page  for  references  and  brief  summary  of  prescribing  information. 
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The  Health  Care  Worker  and  HIV 


Risk  for  health  care  workers  is  less  than  1% 

Wendell  W.  Hoffman,  M.D.* 


This  article  was  prepared  in  conjunction  with 
the  activities  of  the  AIDS  Task  Force  of  the  South 
Dakota  State  Medical  Association.  Members  of 
this  Task  Force  are:  Durward  Lang,  M.D., 
Chairman,  Sioux  Falls;  Bruce  Lushbough,  M.D., 
Brookings;  Donald  Humphreys,  M.D.,  Sioux 

The  acquired  immunodeficiency  syndrome 
(AIDS)  has  captured  the  attention  of  our  world 
in  a way  that  no  other  epidemic  has  in  history. 
Rarely  in  either  modern  or  ancient  times  has  an 
infectious  disease  so  radically  altered  the  thinking 
and  practice  of  both  individuals  and  society.  The 
concern  obviously  surrounds  the  deadly  nature  of 
the  human  immunodeficiency  virus  (HIV)  which 
causes  AIDS.  The  fear  of  contracting  this  virus  has 
greatly  spread  through  not  only  the  lay  public  but 
the  health  care  community  as  well.  Current  esti- 
mates suggest  that  by  1991  there  may  be  270,000 
cases  of  AIDS  in  this  country  alone.  It  is  thus  ex- 
tremely important  that  we,  in  the  health  care  deliv- 
ery system,  develop  sound  and  rational  judgments 
as  well  as  policies  that  reflect  the  traditional  role  of 
the  physician’s  duty  and  responsibility  in  treating 
disease  and  alleviating  suffering.  In  order  to  do  this 
it  is  critical  that  we  understand  very  well  the  nature 
of  this  virus  and  how  it  is  spread.  Currently  the  best 
scientific  evidence  available  suggests  that  the  risk 
to  the  health  care  worker  is  extremely  small. 

HIV  has  been  isolated  from  blood,  semen,  vag- 
inal secretions,  saliva,  tears,  breast  milk,  cerebro- 
spinal fluid,  amniotic  fluid  and  urine.  However,  the 
extensive  epidemiologic  evidence  points  to  only 
blood,  semen,  vaginal  secretions  and  possibly  breast 
milk  in  transmission.  The  primary  modes  of  trans- 
mission have  remained  quite  stable  and  include  sex- 
ual transmission,  exposure  to  blood  products  and 
in-utero  exposure  to  an  HIV  positive  mother.  Al- 
though HIV  demonstrates  genomic  diversity,  there 
is  no  evidence  to  suggest  that  it  is  somehow  chang- 


* Infectious  Disease/Intemal  Medicine,  Central  Plains  Clinic, 
Sioux  Falls,  SD. 


Falls;  Bruce  Vogt,  M.D.,  Sioux  Falls;  Jerry  Free- 
man, M.D.,  Sioux  Falls;  Tom  Huber,  M.D., 
Pierre;  William  Howard,  M.D.,  Rapid  City;  Mi- 
chael McVay,  M.D.,  Yankton;  and  Wendell 
Hoffman,  M.D.,  Sioux  Falls. 


ing  or  mutating  in  a way  to  allow  it  to  be  transmitted 
by  new  means  such  as  aerosolization.  The  health 
care  provider's  risk  involves  exposure  to  blood  and 
to  a much  lesser  extent  other  body  fluids.  There  are 
a number  of  ongoing  studies  designed  to  evaluate 
the  risks  of  infection  after  such  exposures  such  as 
needle  stick,  mucous  membrane  or  an  open  wound 
contaminated  by  blood  or  body  fluid.  As  of  June 
30  of  this  year,  the  Centers  for  Disease  Control  has 
followed  883  health  care  workers  who  have  been 
tested  for  antibody  to  HIV.1  Of  these,  425  had  both 
acute  and  convalescent  phase  serum  samples  avail- 
able. None  of  the  74  health  care  workers  with  mu- 
cous membrane  or  open  wound  exposure  serocon- 
verted.  Of  the  351  with  percutaneous  exposures, 
only  3 seroconverted.  Other  studies  being  under- 
taken at  places  such  as  the  National  Institutes  of 
Health  and  the  United  Kingdom  have  identified  no 
evidence  of  transmission  among  some  482  total 
health  care  workers  collectively  in  these  two  stud- 
ies.23 Additionally,  a recent  study  reported  in  the 
Journal  of  Infectious  Diseases  from  The  San  Fran- 
cisco General  Hospital  studied  a total  of  270  health 
care  workers  who  represented  a broad  range  of  oc- 
cupational activities.4  Over  half  of  these  individuals 
had  been  exposed  to  AIDS  patients  for  more  than 
2 years  and  75%  had  had  exposure  to  AIDS  patients 
at  least  one  year  prior  to  the  initiation  of  the  study. 
None  of  the  270  health  care  workers  had  antibody 
to  HIV.  An  additional  246  health  care  workers  have 
recently  been  reported  from  the  UCLA  Medical 
Center.5  These  people  were  followed  for  9-12  months 
after  enrollment  in  the  study.  Again,  none  of  the 
246  developed  seroconversion.  The  risks  to  dentists 
and  dental  hygienists  appears  to  be  similar  with  only 
one  person  (a  dentist)  out  of  1 ,23 1 participating  had 
HIV  antibody  seroconversion.6 
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In  addition  to  the  above  mentioned  prospective 
studies,  there  have  been  8 health  care  workers  re- 
ported to  the  CDC  who  have  seroconverted  to  HIV 
and  denied  other  high  risk  activities.712  Three  of 
these  individuals  had  needle  stick  exposure  to  blood 
from  infected  patients.  The  other  5 had  nonneedle 
stick  exposure  to  blood  from  infected  patients  with 
one  of  these  being  a mucous  membrane  exposure. 
At  the  time  of  this  writing  there  appears  to  be  ap- 
proximately 12  total  patients  who  have  acquired 
HIV  in  the  health  care  setting.  If  we  were  to  use 
the  denominator  of  3, 1 12  which  represents  the  total 
number  of  cases  mentioned  in  the  various  studies 
above,  the  risk  of  acquiring  HIV  in  the  health  care 
setting  would  be  less  than  0.01%.  Although  data  in 
this  area  is  evolving,  most  authorities  agree  that  the 
risk  to  health  care  workers  is  much  less  than  1%. 
Comparatively  speaking,  the  risk  of  acquiring  hep- 
atitis-B  in  the  health  care  setting  is  many  times 
higher. 

In  addition  to  the  epidemiologic  evidence  which 
would  support  an  extremely  low  risk  potential  to 
the  medical  health  care  worker,  it  is  also  useful  to 
recognize  that  HIV  is  readily  inactivated  by  a num- 
ber of  methods  including  several  common  cleaning 
agents  found  in  the  hospital  environment  such  as 
Betadine,  Hibiclens,  Lysol,  various  alcohol  prep- 
arations and  common  household  bleach  (sodium  hy- 
pochlorite).1316 In  fact,  evidence  has  shown  that  the 
virus  is  killed  instantly  with  currently  available  Be- 
tadine preparations.17  The  most  exhaustive  study  on 
the  survival  of  HIV  in  the  environment  showed  that 
the  virus  can  live  for  several  days  outside  the  body.18 
However,  concentrations  of  the  virus,  at  least 
100,000  times  greater  than  that  found  in  the  blood 
of  patients  with  HIV  infection  were  used  and  there- 
fore, conclusions  regarding  possible  spread  via  in- 
animate objects  must  be  cautiously  made.  Given 
these  facts,  there  have  been  no  changes  recom- 
mended in  the  current  policies  regarding  steriliza- 
tion, disinfection  or  housekeeping  strategies. 

Despite  the  low  risk  presented  to  health  care 
workers,  precautions  to  prevent  transmission  of  HIV 
should  be  implemented.  Because  history  and  phys- 
ical examination  cannot  reliably  identify  potential 
patients  infected  with  HIV,  it  has  been  recom- 
mended by  the  CDC  that  blood  and  body  fluid  pre- 
cautions be  consistently  implemented  in  the  care  of 
all  patients.  This  approach  has  become  known  as 
“universal  precautions.”  These  precautions  include 
the  routine  use  of  appropriate  barriers  such  as  gloves, 
masks  and  gowns,  as  well  as  the  regular  washing 
of  hands  and  the  appropriate  disposal  of  needles  and 
other  sharp  instruments.  Other  precautions  covering 
special  situations  in  the  health  care  setting  have  been 


detailed  by  the  CDC  and  are  readily  accessible  to 
all  institutions.19 

With  the  estimated  potential  rise  in  the  prevalence 
of  HIV  in  the  population,  it  is  important  that  health 
care  workers  recognize  that  there  will  be  a risk  in 
the  care  of  these  patients.  It  is  equally  important 
that  the  risk  assessment  be  based  upon  accumulated 
data  and  not  accumulated  fear.  Fortunately,  current 
scientific  data  suggests  that  the  risk  to  health  care 
workers  of  acquiring  HIV  in  the  work  place  is  very 
low.  The  challenge  for  the  health  profession  will  be 
to  act  professionally  and  compassionately  in  the  care 
of  these  patients  especially  in  face  of  the  negligible 
risk  that  they  pose. 
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EMERGENCY  PHYSICIANS 


South  Dakota:  Expanding  physician- 
owned  emergency  group  has  opening 
for  full-time  career-oriented  emergen- 
cy physicians  in  South  Dakota.  Excel- 
lent benefits  including  malpractice,  dis- 
ability, health  insurance,  profit  shar- 
ing, etc.  Flexible  work  schedules,  ex- 
cellent working  and  living  conditions. 

Contact:  Donald  Kougl,  M.D. 

(307)  632-1436 

or  send  CV  to:  EMP,  P.C. 

P.O.  Box  805 
Cheyenne,  WY 
82003-0805 


General/Family 

Practitioner 

PROGRESSIVE  COMMUNITY  in  Northeast 
South  Dakota  has  a position  open  for  a gen- 
eral practitioner  or  family  practitioner  for 
full  time  solo  practice.  Guaranteed  income 
plus  generous  benefits  including  paid  mal- 
practice. Satellite  clinic  to  multihospital  sys- 
tem. No  night  or  weekend  call.  Send  CV  to: 

Mr.  Kim  Erb,  Administrative  Director 
Clinical  Services 
1400-1  5th  Avenue,  NW 
Aberdeen,  SD  57401 
Phone:  (605)  622-3489 


Physicians  Needed 

General  Surgeon,  Family  Practitioner  and 
Internist  to  join  eight  doctor  clinic  in  Cloquet, 
MN,  a community  of  1 2,000  (30,000  service 
area),  located  20  minutes  from  Duluth-Su- 
perior. Clinic  facility  is  located  one  block 
from  modern,  well  equipped  77-bed  hospi- 
tal. Cloquet  enjoys  a stable  economy  (forest 
products).  Additionally,  our  community  is 
noted  for  its  excellent  school  system.  First 
year  salary  guarantee,  paid  malpractice, 
health  and  disability  insurance,  vacation  and 
study  time. 

Contact:  John  Turonie,  Administrator 
Raiter  Clinic,  LTD 
417  Skyline  Boulevard 
Cloquet,  MN  55720 
Phone:  (218)  879-1271 
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OUTSTANDING  INCOME 

GUARANTEE 

LOOKING  FOR  TWO  FAMILY  PRACTICE  PHY- 
SICIANS TO  JOIN  OUR  GROUP  OF  SIX  FAM- 
ILY PRACTICE  PHYSICIANS  IN  A RAPIDLY 
GROWING,  AGGRESSIVE  PRACTICE.  NEW 
CLINIC.  COLLEGE  TOWN.  EXCEPTIONAL 
SUPPORT  STAFF. 


CONTACT: 

HARVEY  J.  HART,  MD 
DENNIS  C.  DECKER,  ADMINISTRATOR 


Center 


1440  15th  Ave  N W • Aberdeen,  SD  57401 
Phone  (605)  226-3536 


BLACK  HILLS 
NEUROLOGY  SEMINAR 

Advances  in  Clinical 
Adult  Neurology 

10-12  Feb.  1988 

HOLIDAY  INN 
OF  THE 

NORTHERN  BLACK  HILLS 

Spearfish,  S.D. 

Contact: 

K.  Alan  Kelts,  M.D.,  Ph.D. 
2929  5th  Street,  Suite  240 
Rapid  City,  S.D.  57701 

Phone:  (605)  341-3770 


YOCON 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug . Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon  * is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications:  Renal  diseases,  and  patient’s  sensitive  to  the  drug.  In 
view  of  the  limited  and  Inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications. 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history  Nor  should  it  be  used  in  coniunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.12  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.1'3 
Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence.1'3'4  1 tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness  In  the  event  of  side  effects  dosage  to  be  reduced  to  Vi  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks.3 
How  Supplied:  Oral  tablets  of  Yocon*  1/12  gr.  5.4  mg  in 
bottles  of  100's  NOC  53159-001-01  and  1000's  NDC 
53159-001-10. 
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Auxiliary  News 


Carmen  Chavier,  President,  South  Dakota  State  Medical 
Association  Auxiliary 


Together  We  Survive 

HE  HOLIDAY  FUNDRAISING  is  behind  us. 
Now  the  Auxiliary  concentrates  on  a different 
type  of  activity.  January  marks  the  beginning  of 
legislative  and  of  political  action. 

On  Monday,  January  25,  the  Auxiliary,  in  con- 
junction with  SDSMA,  is  heading  for  Pierre,  the 
state  capital.  Once  again  the  Legislative  Day  is  upon 
us.  The  purpose  of  spending  a day  at  the  capitol  is 
for  public  relations.  This  activity  also  signifies  a 
joint  effort  of  the  Auxiliary  and  the  SDSMA  work- 
ing together  to  impact  the  political  process  for  the 
future  of  medicine. 

Everyone  is  encouraged  to  become  involved,  in- 
as-much  as  these  days  the  message  seems  to  be:  no 
longer  can  the  physician  afford  to  feel  apathy  toward 
the  political  process;  no  longer  can  the  physician 
remain  unaware  of  issues  that  are  threatening  to  the 
practice  of  medicine;  no  longer  can  the  physician 
remain  silent  to  rapid  changes  imposed  upon  him 
and  no  longer  can  the  physician  stay  aloof  of  po- 
litical involvement. 

Dr.  William  Hotchkiss,  AMA  president,  believes 
more  people  are  needed  if  we  are  to  be  of  any 
significant  influence.  At  a recent  meeting,  he  re- 
minded his  colleagues  that  “an  active  minority  can- 
not and  will  not  always  succeed  on  behalf  of  a 
passive  majority.’’  And  he  adds  “although  I believe 
we  can  all  become  more  politically  astute,  I am 
convinced  the  burden  of  protecting  and  promoting 
health  care  issues  in  public  life  must  be  shared  by 
many  rather  than  few.” 


Keeping  this  in  mind,  the  SDMA  Auxiliary  con- 
centrates its  energy  this  month  in  recruiting  physi- 
cians, spouses,  and  medical  students  to  participate 
in  the  Legislative  Day.  As  president,  I have  put 
forward  political  involvement  as  an  Auxiliary  top 
priority  this  year.  With  your  help  and  support  we 
shall  see  good  results. 

Activities  planned  for  the  day  will  include  a din- 
ner with  legislators  and  a visit  to  the  capitol.  It's 
our  hope  that  each  of  you  will  extend  an  invitation 
to  your  local  legislators  to  attend  the  dinner  as  your 
special  guest. 

I have  come  up  with  some  suggestions  for  those 
of  you  planning  to  attend.  Once  in  Pierre,  take  ad- 
vantage of  that  fact.  Plan  to  arrive  early  so  you  can 
visit  your  legislator  friends  at  their  offices.  Use  the 
visit  as  a follow  up  invitation  to  dinner  that  night. 
Also  plan  to  observe  House  and  Senate  sessions. 
See  your  friends  at  work.  They  will  be  impressed 
by  the  fact  that  you  have  taken  the  time  to  come 
and  show  an  interest  in  what  they  do.  As  a rule  of 
thumb,  a personal  contact  can  be  worth  a thousand 
letters  or  phone  calls. 

The  impact  and  meaning  of  our  political  activity 
is  very  important.  Dr.  James  Sammons,  executive 
vice  president  of  the  AMA  sums  it  up  this  way:  “If 
each  and  everyone  of  you  becomes  an  active  and 
constant  member  of  organized  medicine’s  team,  we 
won’t  have  physician  DRGs,  we  won’t  have  phy- 
sician drug  dispensing  laws,  we  won’t  have  bad 
legislation.”  He  continues,  “We  will  have  well- 
informed  legislators,  if  we  work  at  it.  And  we  will 
have  the  same  quality  health  care  system  in  place 
five,  ten  even  twenty  years  from  today.  ...” 

Furthermore,  our  own  SDSMA  president  Robert 
L.  Ferrel,  M.D.,  in  his  October  1987  President's 
Page  of  this  Journal  said  it  well  ”...  divided  we 
fall.”  Together  we  shall  survive. 

By  the  time  you  read  this,  you  will  barely  have 
time  to  pack  your  bags  and  head  for  Pierre.  The 
Auxiliary  will  be  looking  forward  to  seeing  you  as 
we  plant  the  seed  for 
of  political  action. 
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— — Council  Meeting  Highlights 


The  Council  of  the  South  Dakota  State  Medical 
Association  met  on  Friday,  September  25,  1987, 
and  again  on  Friday,  November  20,  1987.  Follow- 
ing are  items  of  business  transacted  at  those  meet- 
ings. 

1.  NEW  COUNCILOR  AND  ALTERNATE 
COUNCILORS.  K.  Gene  Koob,  M.D.  was 
elected  councilor  from  the  Seventh  District.  Al- 
ternate councilors  elected  were  Carol  Zielike, 
M.D.  from  the  Black  Hills  District  and  C.  Roger 
Stoltz,  M.D.  from  the  Seventh  District. 

2.  1988  ANNUAL  MEETING.  It  was  decided  to 
use  a new  three-day  format  for  the  1988  annual 
meeting  (June  2-4,  1988,  Rapid  City,  South  Da- 
kota), and  to  have  one-half  of  the  scientific  ses- 
sion on  AIDS  and  the  other  half-day  session  on 
communications. 

3.  METABOLIC  SCREENING  FOR  INFANTS  IN 
SOUTH  DAKOTA.  The  Council  directed  that  a 
request  be  submitted  to  the  Health  Department 
asking  that  the  rules  hearing  to  amend  the  re- 
quirements for  metabolic  screening  be  delayed 
until  the  South  Dakota  Pediatric  Society  has  an 
opportunity  to  review  information  and  comment 
on  the  necessity  of  retesting  infants  for  PKU 
previously  tested  within  the  first  24  hours  of  life, 
the  cost  effectiveness  of  expanding  the  testing 
to  include  screening  for  MSUD  and  galactosemia 
and  the  concept  of  letting  bids  for  processing 
tests  including  the  use  of  laboratories  outside 
South  Dakota. 

4.  VITAL  STATISTICS  FORMS.  The  executive 
office  was  directed  to  notify  the  Department  of 
Health  that  the  State  Medical  Association,  along 
with  the  Hospital  Association,  opposes  a change 
in  the  vital  statistics  forms  inasmuch  as  the  pro- 
posed forms  will  cause  an  undue  burden  to  those 
completing  the  forms  and  much  of  the  infor- 
mation requested  is  unnecessary  for  statistical 
purposes  but  rather  information  which  is  useful 
to  researchers. 

5.  PROFESSIONAL  LIABILITY.  From  a meeting 
with  representatives  of  the  St.  Paul  Companies, 
it  was  reported  that  they  will  begin  writing  new 
hospital  policies  in  January  1988.  The  State 
Medical  Association  encouraged  them  to  con- 
sider writing  new  physician  policies,  and  they 
will  consider  that  in  the  near  future. 

6.  AIDS.  The  Council  adopted  the  following  policy 
on  behalf  of  the  State  Medical  Association: 

1)  HIV  Positives  — endorse  mandatory  com- 
plete reporting  to  the  Department  of  Health 
of  a)  confirmed  seropositives  for  HIV,  b) 


AIDS  related  complex,  and  c)  clinical  AIDS. 
The  appropriate  follow-up  is  also  critical  and 
includes  follow-up  of  high  risk  contacts  of 
the  index  case;  ie. , sexual  and  blood  contacts. 
This  procedure  ensures  the  confidentiality  of 
the  index  case  as  is  the  current  policy  of  the 
State  Health  Department. 

2)  High  Risk  Individuals  as  Identified  by  CDC 
Criteria  — strongly  favor  voluntary  testing 
of  a)  all  high  risk  individuals,  ie.,  homosex- 
ual/bisexual men,  IV  drug  abusers,  hemo- 
philiacs, patients  with  a history  of  blood 
transfusions  prior  to  screen  for  HIV  (1978- 
March  1985),  b)  any  sexual  contacts  with 
high  risk  individuals,  c)  any  natal  or  blood 
contact  with  IV  drug  abusers,  d)  individuals 
with  multiple  heterosexual  contacts,  ie., 
prostitutes,  etc.,  e)  individuals  from  coun- 
tries where  estimated  seroprevalence  of  HIV 
is  higher  than  the  USA,  ie.,  Central  Africa 
and  Haiti,  f)  individuals  with  symptoms  or 
signs  compatible  with  HIV  associated  dis- 
ease, and  g)  V.D.  clinic  patients. 

3)  Current  mandated  testing  — endorse  man- 
datory testing  for  a)  prisoners,  b)  military 
personnel,  c)  immigrants,  and  d)  blood  and 
sperm  bank  donors  and  organ  donors. 

4)  Low  risk  population  — routine  testing  is  not 
recommended  for  the  low  risk  population  such 
as  those  applying  for  a marriage  license,  in- 
dividuals in  long  term  care  institutions,  rou- 
tine hospital  admissions,  women  in  the  child 
bearing  age  and  those  in  group  living  situa- 
tions; noting  that  as  the  prevalence  changes 
with  the  population  these  low  risk  groups  will 
automatically  come  under  periodic  review  and 
recommendations  may  change. 

7 1988  LEGISLATIVE  PROGRAM. 

Sponsored  Bills  — The  Council  directed  that 
Living  Will  legislation  be  prepared  for  intro- 
duction if  deemed  appropriate  by  the  Executive 
Commission.  There  are  no  other  sponsored  bills 
at  this  time. 

Endorsed  Bills  — a)  Increasing  the  physical  ther- 
apist licensure  fee,  b)  Amending  current  inter- 
pretation of  the  continuing  treatment  rule  which 
can  affect  professional  liability,  c)  Mandatory 
seat  belt  legislation,  d)  Increased  funding  for  the 
family  practice  residency  program  and  adequate 
funding  for  the  medical  school,  e)  Increased  Ti- 
tle 19  funding  for  physician  reimbursement  (an- 
ticipate a 20  percent  increase  request),  f)  Repeal 
of  the  certificate  of  need  for  physicians’  offices 
and  hospitals. 
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Opposed  Bills  — a)  Temporary  licensure  for 
physician  assistants,  b)  Licensure  for  all  allied 
health  persons  not  currently  licensed,  c)  Man- 
dated benefits  by  allied  health  personnel  for  third 
party  payers,  d)  Mandatory  expansion  of  serv- 
ices in  nursing  homes  by  allied  health  personnel, 
particularly  if  contrary  to  federal  law. 

8.  AMA  POLICY  REGARDING  DISTRIBUTION 
OF  SPECIALTY  JOURNALS.  The  Council  di- 
rected the  SDSMA  delegation  to  the  AMA  to 
support  a resolution  requesting  the  AMA  to  re- 
vise its  specialty  journal  distribution  policy  so 
that  AMA  members  will  be  allowed  to  receive 
a specialty  journal  of  their  choice  as  a member- 
ship benefit. 

9.  HONORARY  LIFE  MEMBERSHIP.  Roy 
Knowles,  M.D.  and  Stephen  Brzica,  M.D. , both 
of  Sioux  Falls,  were  elected  to  honorary  life 
membership  in  the  State  Medical  Association. 


Littmann®  Classic  II 
Stethoscope 


3M 

KREISLRS  INC. 


1220  S.  Minnesota  Ave.  1 723  Geneva  219  Omaha  St.  1724  8th  Ave.  M. 

Sioux  rails,  SD  Sioux  City,  Iowa  Rapid  City,  SD  Billings,  MT 

605/336-1155  712/252-0505  605/342-2773  406/252-9309 


South  Dakota  Society  Of 
Pathologists 


Officers  for  1987-88 

Tom  C.  Johnson,  M.D.,  President 

John  Barlow,  M.D.,  Vice  President 
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Future  Meetings 


February 

Terminal  Care:  Consultations  on  Clinical  and  Policy  Prob- 
lems, Mariner’s  Inn,  Hilton  Head,  SC,  Feb.  5-8.  Fee:  $175. 
23.5  hrs.  AMA  Category  I credit.  Contact:  Penny  Wein- 
garten,  Prog.  Coord.,  Concern  for  Dying,  250  W.  57th  St., 
Rm.  829,  New  York,  NY  10107.  Phone:  1-800-248-2122. 

The  Fundamentals  of  Plastic  Surgery  — The  Basics  in  Per- 
spective, Snowbird  Ski  and  Summer  Resort,  Snowbird,  UT, 
Feb.  16-21.  Fee:  $550.  25  hrs.  ASPRS  & AMA  Category  1 
credit.  Contact:  PSEF,  Executive  Off.,  233  N.  Michigan 
Ave.,  #1900,  Chicago,  IL  60601.  Phone:  (312)  856-1818. 

Prevention  of  Acute  Myocardial  Infarction,  Hyatt  Regency, 
Minneapolis,  MN,  Feb.  26-27.  Fee:  $95.  13  hrs.  AAFP  & 
AMA  Category  I credit.  Contact:  CME,  Univ.  of  Minn., 
Box  202  UMHC,  420  Delaware  St.,  SE,  Minneapolis,  MN 
55455. 


March 


World  Congress  III  on  Cancers  of  the  Skin,  Lincoln  Hotel 

Post  Oak,  Houston,  TX,  Mar.  7-9.  Fee:  $300.  19  hrs.  AMA 
Category  1 credit.  Contact:  Office  of  Conf.  Services, 
HMB13LUTM.  D.  Anderson  Hosp.  & Tumor  Inst.,  1515 
Holcombe  Blvd.,  Houston.  TX  77030.  Phone:  (713)  792- 
2222. 


Assessment  of  Clinical  Competence  in  Specialty  Medicine, 

Toronto  Hilton  Harbour  Castle  Hotel,  Toronto,  Ont.,  Mar. 
17-18.  Fee:  $200.  Contact:  Am.  Board  of  Med.  Specialties, 
Res.  & Educ.  Found.,  PO  Box  1280,  Evanston,  IL  60204. 


Controversies  in  Uroradiology,  Fairmont  Hotel,  San  Fran- 
cisco, CA,  Mar.  19-20.  Fee:  $250.  10  hrs.  AMA  Category 
I credit.  Contact:  UC,  San  Francisco,  Radio.  Postgrad.  Educ., 
Rm.  C324.  San  Francisco,  CA  94143-0628.  Phone:  (415) 
476-5731. 


Diagnostic  Radiology,  Fairmont  Hotel,  San  Francisco,  CA, 
Mar.  21-25.  Fee:  $495.  34  hrs.  AMA  Category  I credit. 
Contact:  UC,  San  Francisco,  Radio.  Postgrad.  Educ.,  Rm. 
C324,  San  Francisco,  CA  94143-0628.  Phone:  (415)  476- 
5731. 


credit.  Contact:  Edith  Bookstein,  Conf.  Manager  Assoc., 
PO  Box  2586,  LaJolla,  CA  92038.  Phone:  (619)  454-3212. 


Kidney  Stones:  Prevention  and  Treatment,  Masur  Aud., 
NIH,  Bethesda,  MD,  Mar.  28-30.  Contact:  Conf.  Registrar, 
Prospect  Assoc.,  Ste.  500,  1801  Rockville  Pike,  Rockville, 
MD  20852.  Phone:  (301)  468-MEET. 


10th  Annual  Common  Problems  in  Pediatrics  Conference, 

Salt  Lake  City,  UT,  Mar.  30-Apr.  1.  Contact:  Katherine 
Blosch,  Conf.  Mgr.,  Preferred  Meeting  Management,  640 


April 


Annual  Obstetrics  and  Gynecology  Update,  St.  Paul-Ramsey 
Med.  Ctr.,  St.  Paul,  MN,  Apr.  7-8.  14  hrs.  AMA  Category 
I credit.  Contact:  Ruth  McIntyre,  Dir.  CME,  St.  Paul-Ram- 
sey Med.  Ctr.,  640  Jackson  St.,  St.  Paul,  MN  55101.  Phone: 
(612)  221-3992. 


46th  Annual  Course  in  Allergy  and  Clinical  Immunology, 

Mayo  Aud.,  U.  of  Minn.,  Minneapolis,  MN,  Apr.  7-8.  AMA 
Category  I avail.  Contact:  CME,  U.  of  Minn.,  Box  202 
UMHC,  420  Delaware  St.,  SE,  Minneapolis,  MN  55455. 
Phone:  (612)  626-5525. 


Annual  Ophthalmology  Course:  Medical  Retinal  Update, 

Holiday  Inn  Downtown,  Minneapolis,  MN,  Apr.  11-12.  AMA 
Category  I credit  avail.  Contact:  CME,  U.  of  Minn.,  Box 
202  UMHC,  420  Delaware  St.,  SE,  Minneapolis,  MN  55455. 
Phone:  (612)  626-5525. 


Symposium  on  Infectious  Disease,  St  Joseph  Hosp.,  Omaha, 
NE,  Apr.  15.  Contact:  CreightonU.  School  of  Med. , Omaha, 
NE  68178.  Phone:  800-228-7212,  ext.  2550. 


The  Cutting  Edge  1988:  Innovations  in  Psychotherapy,  Ho- 
tel Del  Coronado,  San  Diego,  CA,  Apr.  23-24.  Fee:  $275. 
13  hrs.  AMA  Category  I credit.  Contact:  Off.  of  CME,  UC 
San  Diego  School  of  Med.,  La  Jolla,  CA  92093.  Phone: 
(619)  534-3940. 


Ninth  Annual  Occupational  Medicine  Update,  St.  Paul- 
Ramsey  Med.  Ctr.,  St  Paul,  MN,  Mar.  25.  7 hrs.  AMA 
Category  I credit.  Contact:  Ruth  McIntyre,  Dir.  CME,  St. 
Paul-Ramsey  Med.  Ctr.,  640  Jackson  St.,  St.  Paul,  MN 
55101.  Phone:  (612)  221-3992. 


ENT  Update,  St.  Joseph’s  Hosp.,  St.  Paul,  MN,  Mar.  25.  7 
hrs.  AMA  Category  I credit.  Contact:  Ruth  McIntyre,  Dir. 
CME,  St.  Paul-Ramsey  Med.  Ctr. , 640  Jackson  St. , St.  Paul, 
MN  55101.  Phone:  (612)  221-3992. 


Correction  of  Maxillofacial  Deformities  Workshop,  Peabody 
Hotel,  Memphis,  TN,  Mar.  25-27.  Contact:  ACPEF,  331 
Salk  Hall,  U.  of  Pitts..  Pittsburgh,  PA  15261.  Phone:  800- 
24-CLEFT. 


Orthopedic  Emergencies,  Waiokai  Hotel,  Kauai,  HI,  Mar. 
26-Apr.  12.  Fee:  $395.  21  hrs.  AAFP  & AMA  Category  I 


Mailing  Address: 

P.O.  Box  1234 
SIOUX  FALLS,  SD  57101 


A REPUTATION  BUILT  ON  TRUST 
& CONFIDENCE  FOR  OVER  25  YEARS 


Specializing  in  medical  professional  liability  insur- 
ance 


AFTER  BUSINESS  HOURS  CALL: 

DON  DAVIS  336-7915 

JOHN  KNUDTSON  334-4856 
DON  OYEN  361-6510 


416  SOUTH  2ND  AVE 

336-1090 
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Before  prescribing,  see  complete  prescribing 
information  in  SK&F  LAB  CO.  literature  or  PDR. 
The  following  is  a brief  summary. 
Contraindications:  There  are  no  known  contraindi- 
cations to  the  use  of  Tagamet  '. 

Precautions:  While  a weak  antiandrogenic  effect 
has  been  demonstrated  in  animals,  Tagamet'  has 
been  shown  to  have  no  effect  on  spermatogenesis, 
sperm  count,  motility,  morphology  or  in  vitro  fertiliz- 
ing capacity  in  humans. 

in  a 24-month  toxicity  study  in  rats  at  dose  levels  ap- 
proximately 9 to  56  times  the  recommended  human 
dose,  benign  Leydig  cell  tumors  were  seen.  These 
were  common  in  both  the  treated  and  control 
groups,  and  the  incidence  became  significantly 
higher  only  in  the  aged  rats  receiving  'Tagamet 
Rare  Instances  of  cardiac  arrhythmias  and  hypoten- 
sion have  been  reported  following  the  rapid  admin- 
istration of  Tagamet'  HCI  (brand  of  cimetidlne  hy- 
drochloride/ injection  by  intravenous  bolus. 
Symptomatic  response  to  Tagamet'  therapy  does 
not  preclude  the  presence  of  a gastric  malignancy. 
There  have  been  rare  reports  of  transient  healing  of 
gastric  ulcers  despite  subsequently  documented  ma- 
lignancy. 

Reversible  confusional  states  have  been  reported  on 
occasion,  predominantly  in  severely  Hi  patients. 
Tagamet'  has  been  reported  to  reduce  the  hepatic 
metabolism  of  warfarin-type  anticoagulants,  pheny- 
toin,  propranolol,  chiordiazepoxide,  diazepam,  lido- 
caine,  theophylline  and  metronidazole.  Clinically  sig- 
nificant effects  have  been  reported  with  the 
warfarin  anticoagulants;  therefore,  close  monitor- 
ing of  prothrombin  time  is  recommended,  and  ad- 
justment of  the  anticoagulant  dose  may  be  neces- 
sary when  Tagamet'  is  administered  concomitantly. 
Interaction  with  phenytoin,  lidocaine  and  theophyl- 
line has  also  been  reported  to  produce  adverse  clini- 
cal effects. 

However,  a crossover  study  in  healthy  subjects  re- 
ceiving either  Tagamet'  300  mg.  q.i.d.  or  800  mg. 
h.s.  concomitantly  with  a 300  mg.  b.i.d.  dosage  of 
theophylline  ( Theo-Dur • Key  Pharmaceuticals,  Inc.), 


demonstrated  less  alteration  in  steady-state  theo- 
phylline peak  serum  levels  with  the  800  mg.  h.s.  regi- 
men, particularly  in  subjects  aged  54  years  and  older. 
Data  beyond  ten  days  are  not  available.  (Note:  AH 
patients  receiving  theophylline  should  be  monitored 
appropriately,  regardless  of  concomitant  drug  ther- 
apyI 

Lack  of  experience  to  date  precludes  recommending 
Tagamet'  for  use  in  pregnant  patients,  women  of 
childbearing  potential,  nursing  mothers  or  children 
under  1 6 unless  anticipated  benefits  outweigh  po- 
tential risks;  generally,  nursing  should  not  be  under- 
taken In  patients  taking  the  drug  since  cimetidlne  Is 
secreted  in  human  milk. 

Adverse  Reactions:  Diarrhea,  dizziness,  somno- 
lence, headache,  rash.  Reversible  arthralgia,  myalgia 
and  exacerbation  of  joint  symptoms  in  patients  with 
preexisting  arthritis  have  been  reported.  Reversible 
confusional  states  (e.g.,  mental  confusion,  agitation, 
psychosis,  depression,  anxiety,  hallucinations,  disori- 
entation), predominantly  in  severely  ill  patients, 
have  been  reported.  Gynecomastia  and  reversible 
impotence  in  patients  with  pathological  hypersecre- 
tory disorders  receiving  Tagamet',  particularly  In 
high  doses,  for  at  least  12  months,  have  been  re- 
ported. Reversible  alopecia  has  been  reported  very 
rarely.  Decreased  white  blood  cell  counts  in 
Tagamet  -treated  patients  (approximately  1 per 
100,000  patients).  Including  agranulocytosis  (ap- 
proximately 3 per  million  patients/,  have  been  re- 
ported, Including  a few  reports  of  recurrence  on  re- 
challenge.  Most  of  these  reports  were  in  patients 
who  had  serious  concomitant  illnesses  and  received 
drugs  and/or  treatment  known  to  produce  neutrope- 
nia. Thrombocytopenia  (approximately  3 per  million 
patients)  and  a few  cases  of  aplastic  anemia  have 
also  been  reported,  increased  serum  transaminase 
and  creatinine,  as  well  as  rare  cases  of  fever,  intersti- 
tial nephritis,  urinary  retention,  pancreatitis  and  al- 
lergic reactions,  including  hypersensitivity  vascu- 
litis, have  been  reported.  Reversible  adverse  hepatic 
effects,  cholestatic  or  mixed  cholestatic- 
hepatocellular  in  nature,  have  been  reported  rarely. 
Because  of  the  predominance  of  cholestatic  features, 
severe  parenchymal  .injury  is  considered  highly  un- 
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likely.  A single  case  of  biopsy-proven  periportal  "■ 
hepatic  fibrosis  in  a patient  receiving  'Tagamet'  has 
been  reported. 

How  Supplied:  Tablets:  200  mg.  tablets  In  bottles 
of  100;  300  mg.  tablets  In  bottles  of  i 00  and  Single 
Unit  Packages  of  100  (Intended  for  Institutional  use 
only);  400  mg.  tablets  In  bottles  or  60  and  Single 
Unit  Packages  of  100  (Intended  for  Institutional  use 
only),  and  BOO  mg.  THtati*  tablets  in  bottles  of  30 
and  Single  Unit  Packages  of  100  (intended  for  Insti- 
tutional use  only / . 

Liquid:  300  mg./S  ml..  In  8 ft.  oz.  J237  ml.)  amber 
glass  bottles  and  in  single-dose  units  / 300  mg./S  mi.), 
in  packages  of  10  / Intended  for  Institutional  use 
only). 

Injection: 

Vials:  300  mg./2  ml.  In  single-dose  vials.  In  packages 
of  10  and  30,  and  in  6 ml.  multiple-dose  vials.  In 
packages  of  10  and  25. 

Pret tiled  Syringes:  300  mg./2  ml.  In  single-dose  pre- 
fllled  disposable  syringes. 

Plastic  Containers:  300  mg.  In  SO  ml.  of  0.9%  So- 
dium Chloride  In  single-dose  plastic  containers,  in 
packages  of  4 units.  No  preservative  has  been 
added. 

ADD- Vantage**  Vials:  300  mg./2  mi.  In  single-dose 
ADD-  Van  tage ® Vials,  in  packages  of  25. 

Exposure  of  the  premixed  product  to  excessive  heat 
should  be  avoided.  It  is  recommended  the  product  be 
stored  at  controlled  room  temperature.  Brief  expo- 
sure up  to  40  °C  does  not  adversely  affect  the  pre- 
mixed product. 

Tagamet ' HCI  / brand  of  cimetidlne  hydrochloride)  In- 
jection premixed  In  single-dose  plastic  containers  Is 
manufactured  for  SK&F  Lab  Co.  by  Travenol  Labora- 
tories, Inc.,  Deerfield,  IL  60015. 

* ADD-Vantage9  Is  a trademark  of  Abbott  Laboratories. 

BRS-TG:L73B  Date  of  Issuance  Apr.  1987 
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In  peptic  ulcer: 
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brand  of  ** cjmetjcijne 

First  to  Heal 


A better  alternative 
for  hypertensives  who 
are  going  bananas... 


5pare  your  patients  the  extra  cost- 
in  calories,  sodium  and  dollars. 

5pare  your  patients  the  rigors  of 
dietary  K+ supplementation. 


25  mg  f1ydrochlorothiazide/50mg  Triamteren e/5 d F 

Effective  antihypertensive * 
therapy...without 
the  bananas 

DAW 


Before  prescribing,  see  complete 
prescribing  information  in 
SK&F  CO.  literature  or  PDR. 
The  following  is  a brief  summary. 


WARNING 

This  drug  is  not  indicated  lor  initial  therapy  of  edema  or 
hypertension.  Edema  or  hypertension  requires  therapy 
titrated  to  the  individual.  If  this  combination  represents  the 
dosage  so  determined,  its  use  may  be  more  convenient  in 
patient  management.  Treatment  of  hypertension  and  edema 
is  not  static,  but  must  be  reevaluated  as  conditions  in  each 
patient  warrant. 


Contraindications:  Concomitant  use  with  other  potassium- 
sparing agents  such  as  spironolactone  or  amiloride.  Further  use 
in  anuria,  progressive  renal  or  hepatic  dysfunction,  hyperkalemia. 
Pre-existing  elevated  serum  potassium.  Hypersensitivity  to  either 
component  or  other  sulfonamide-derived  drugs: 

Warnings:  Do  not  use  potassium  supplements,  dietary  or 
otherwise,  unless  hypokalemia  develops  or  dietary  intake  of 
potassium  is  markedly  impaired.  If  supplementary  potassium  is 
needed,  potassium  tablets  should  not  be  used.  Hyperkalemia  can 
occur,  and  has  been  associated  with  cardiac  irregularities.  It  is 
more  likely  in  the  severely  ill.  with  urine  volume  less  than  one  liter/ 
day.  the  elderly  and  diabetics  with  suspected  or  confirmed  renal 
insufficiency.  Periodically,  serum  IC  levels  should  be  determined. 

If  hyperkalemia  develops,  substitute  a thiazide  alone,  restrict  K * 
intake.  Associated  widened  QfTS  complex  or  arrhythmia 
requires  prompt  additional  therapy  Thiazides  cross  the  placental 
barrier  and  appear  in  cord  blood.  Use  in  pregnancy. requires 
weighing  anticipated  benefits  against  possible  hazards,  including 
fetal  or  neonatal  jaundice,  thrombocytopenia,  other  adverse 
reactions  seen  in  adults.  Thiazides  appear  and  triamterene  may 
appear  in  breast  milk.  If  their  use  is  essential,  the  patient  should 
stop  nursing.  Adequate  intormation  on  use  in  children  is  not 
available.  Sensitivity  reactions  may  occur  in  patients  with  or 


Not  tor  initial  therapy.  See  brief  summary. 

without  a history  of  allergy  or  bronchial  asthma.  Possible 
exacerbation  or  activation  of  systemic  lupus  erythematosus  has 
been  reported  with  thiazide  diuretics. ' 

Precautions:  The  bioavailability  of  the  hydrochlorothiazide 
component  of  Dyazide ' is  about  50%  of  the  bioavailability  of  the 
single  entity.  Theoretically,  a patient  transferred  from  the  single 
entities  ot  triamterene  and  hydrochlorothiazide  may  show  an 
increase  in  blood  pressure  or  lluid  retention.  Similarly,  it  is  also 
possible  that  the  lesser  hydrochlorothiazide  bioavailability  could  ■ 
lead  to  increased  serum  potassium  levels.  However,  extensive 
clinical  experience  with  ‘Dyazide ' suggests  that  these  conditions 
have  not  been  commonly  observed  in  clinical  practice.  Angio- 
tensin-converting enzyme  (ACE)  inhibitors  can  elevate  serum 
potassium:  use  with  caution  with  'Dyazide '.  Do  periodic  serum 
electrolyte  determinations  (particularly  important  in  patients 
vomiting  excessively  or  receiving  parenteral  fluids,  and  during 
concurrent  use  with  amphotericin  B or  corticosteroids  or 
corticotropin(ACTHj).  Periodic  BUN  and  serum  creatinine 
determinations  should  be  made,  especially  in  the  elderly,  diabetics 
or  those  with  suspected  or  confirmed  renal  msutticiency. 
Cumulative  effects  of  the  drug  may  develop  in  patients  with 
impaired  renal  function.  Thiazides  should  be  used  with  caution  in 
patients  with  impaired  hepatic  function.  They  can  precipitate  coma 
in  patients  with  severe  liver  disease.  Observe  regularly  lor  possible 
blood  dyscrasias.  liver  damage,  other  idiosyncratic  reactions. 
Blood  dyscrasias  have  been  reported  in  patients  receiving 
triamterene,  and  leukopenia,  thrombocytopenia,  agranulocytosis, 
and  aplastic  and  hemolytic  anemia  have  been  reported  with 
thiazides.  Thiazides  may  cause  manifestation  of  latent  diabetes 
mellitus.  The  etlects  ot  oral  anticoagulants  may  be  decreased 
when  used  concurrently  with  hydrochlorothiazide:  dosage 
adjustments  may  be  necessary.  Clinically  insignificant  reductions 
in  arterial  responsiveness  to  norepinephrine  have  been  reported. 
Thiazides  have  also  been  shown  to  increase  the  paralyzing  effect 
ot  nondepolarizing  muscle  relaxants  such  as  tubocurarine . ■ 
Triamterene  is  a weak  folic  acid  antagonist.  Do  periodic  blood 
studies  in  cirrhotics  with  splenomegaly.  Antihypertensive  etlects 
may  be  enhanced  in  post-sympathectomy  patients.  Use  cau- 
tiously in  surgical  patients.  Triamterene  has  been  found  in  renal 
stones  in  association  with  the  other  usual  calculus  components. 
Therefore,  ‘Dyazide ' should  be  used  with  caution  in  patients  with 
histories  of  stone  formation.  A few  occurrences  ot  acute  renal 
failure  have  been  reported  in  patients  on  ‘Dyazide ' when  treated 
with  indomethacin.  Therefore . caution  is  advised  in  administering 
nonsteroidal  anthintlammatory  agents  with  ‘Dyazide’.  The 
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following  may  occur:  transient  elevated  BUN  or  creatinine  or  both, 
hyperglycemia  and  glycosuria  I diabetic  insulin  requirements  may 
be  altered),  hyperuricemia  and  gout,  digitalis  intoxication  (in 
hypokalemia),  decreasing  alkali  reserve  with  possible  metabolic 
acidosis..  Dyazide ' interferes  with  fluorescent  measurement  ot 
quinidine.  Hypokalemia  is  uncommon  with  Dyazide but  should  it 
develop,  corrective  measures  should  be  taken  such  as  potassium 
supplementation  or  increased  dietary  intake  ot  potassium-rich 
foods.  Corrective  measures  should  be  instituted  cautiously  and 
serum  potassium  levels  determined.  Discontinue  corrective 
measures  and  ‘Dyazide  ‘ should  laboratory  values  reveal  elevated 
serum  potassium.  Chloride  deficit  may  occur  as  well  as  dilutional 
hyponatremia.  Concurrent  use  with  chlorpropamide  may  increase 
the  risk  of  severe  hyponatremia.  Serum  PBI  levels  may  decrease 
without  signs  ot  thyroid  disturbance.  Calcium  excretion  is 
decreased  by  thiazides.  \ Dyazide  ’ should  be  withdrawn  before 
conducting  tests  for  parathyroid  function.  Thiazides  may  add  to  or 
potentiate  the  action  of  other  antihypertensive  drugs.  Diuretics 
reduce  renal  clearance  of  lithium  and  increase  the  risk  ot  lithium 
toxicity. 

Adverse  Beactions:  Muscle  cramps,  weakness,  dizziness, 
headache,  dry  mouth:  anaphylaxis,  rash,  urticaria,  photosensi- 
tivity, purpura,  other  dermatological  conditions:  nausea  and 
vomiting,  diarrhea,  constipation,  other  gastrointestinal  distur- 
bances: postural  hypotension  (may  be  aggravated  by  alcohol, 
barbiturates,  or  narcotics ).  Necrotizing  vasculitis,  paresthesias, 
icterus,  pancreatitis,  xanthopsia  and  respiratory  distress  including 
pneumonitis  and  pulmonary  edema,  transient  blurred  vision, 
sialadenitis,  and  vertigo  have  occurred  with  thiazides  alone 
Triamterene  has  been  found  in  renal  stones  in  association  with 
other  usual  calculus  components.  Rare  incidents  ot  acute 
interstitial  nephritis  have  been  reported.  Impotence  has  been 
reported  in  a lew.  patients  on  Dyazide  ',  although  a causal 
relationship  has  not  been  established. 

Supplied:  ‘Dyazide ' is  supplied  as  a red  and  white  capsule,  in 
bottles  ot  1000  capsules:  Single  Unit  Packages  (unit-dose)  ot 
100  (intended  lor  institutional  use  only);  in  Patient-Pakm  unit- 
of-use  bottles  ot  100. 
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See  the  improvement  in  the  first  week1 


• Sleep  improvement  in  74%  of  patients 
after  first  h.s.  dose2 

• Significantly  faster  relief-62%  of 
total  four-week  improvement 
evident  in  first  week  versus  44% 
with  amitriptyline  alone1 

• Dramatic  first-week  reduction 
in  somatic  complaints2 

% Reduction  in  Somatic  Symptoms2 


1 Vomiting  | Nausea  | Headache  | Anorexia  | Constipation 


• Only  Vh  the  dropout  rate  due  to  side 
effects  of  amitriptyline  alone,  although 
the  incidence  of  side  effects  is  similar1 

Caution  patients  about  the  combined  effects  of  Limbitrol  with  alcohol  or 
other  CNS  depressants  and  about  activities  requiring  complete  mental 
alertness,  such  as  operating  machinery  or  driving  a car.  In  general,  limit 
dosage  to  the  lowest  effective  amount  in  elderly  patients. 


Copyright  ©1987  by  Roche  Products  Inc.  All  rights  reserved. 


Protect  your  decision. 
Write  "Do  not  substitute!' 


In  moderate  depression 
and  anxiety 


Limbitrol 


Each  tablet  contains  5 mg  chlordiazepoxide  and  /fw 
12.5  mg  amitriptyline  (as  the  hydrocnlonde  salt)  yj/. 


LimbitrolDS 


Each  tablet  contains  10  mg  chlordiazepoxide  and 
25  mg  amitriptyline  (as  the  hydrochloride  salt) 


References:  1.  Feighner  JR  etal:  Psychopharmacology  61  217-225,  Mar  22,  1979  2.  Data  on  file, 
Hoffmann-La  Roche  Inc.,  Nutley,  NJ 


Limbitrol  ■ (g 

Tranquilizer— Antidepressant 

Before  prescribing,  please  consult  complete  product  information,  a summary  of  which  follows: 
Indications:  Relief  of  moderate  to  severe  depression  associated  with  moderate  to  severe  anxiety 
Contraindications:  Known  hypersensitivity  to  benzodiazepines  or  tricyclic  antidepressants  Do  not  use 
with  monoamine  oxidase  (MAO)  inhibitors  or  within  14  days  following  discontinuation  ot  MAO  inhibitors 
since  hyperpyretic  crises,  severe  convulsions  and  deaths  have  occurred  with  concomitant  use,  then 
initiate  cautiously,  gradually  increasing  dosage  until  optimal  response  is  achieved  Contraindicated 
during  acute  recovery  phase  following  myocardial  infarction 

Warnings:  Use  with  great  care  in  patients  with  history  ot  urinary  retention  or  angle-closure  glaucoma 
Severe  constipation  may  occur  in  patients  taking  tricyclic  antidepressants  and  anticholinergic-type 
drugs.  Closely  supervise  cardiovascular  patients  (Arrhythmias,  sinus  tachycardia  and  prolongation  ot 
conduction  time  reported  with  use  ot  tricyclic  antidepressants,  especially  high  doses  Myocardial 
infarction  and  stroke  reported  with  use  ot  this  class  of  drugs.)  Caution  patients  about  possible  combined 
effects  with  alcohol  and  other  CNS  depressants  and  against  hazardous  occupations  requiring  complete 
mental  alertness  (e  g . operating  machinery  driving) 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  the  first  trimester  should  almost 
always  be  avoided  because  of  increased  risk  ot  congenital  malformations  as  suggested 
in  several  studies.  Consider  possibility  of  pregnancy  when  instituting  therapy;  advise 
patients  to  discuss  therapy  il  they  intend  to  or  do  become  pregnant. 

Since  physical  and  psychological  dependence  lo  chlordiazepoxide  have  been  reported  rarely  use 
caution  in  administering  Limbitrol  to  addiction-prone  individuals  or  those  who  might  increase  dosage, 
withdrawal  symptoms  following  discontinuation  of  either  component  alone  have  been  reported 
(nausea,  heodache  and  malaise  for  amitriptyline;  symptoms  [including  convulsions]  similar  lo  those 
ot  barbiturate  withdrawal  tor  chlordiazepoxide) 

Precautions:  Use  with  caution  in  patients  with  a history  of  seizures,  in  hyperthyroid  patients  or  those 
on  thyroid  medication,  and  in  patients  with  impaired  renal  or  hepatic  (unction  Because  ol  the  possibility 
ot  suicide  in  depressed  patients,  do  not  permit  easy  access  to  large  quantities  in  these  patients  Periodic 
liver  function  tests  and  blood  counts  are  recommended  during  prolonged  treatment  Amitriptyline 
component  may  block  action  of  guanethidine  or  similar  antihypertensives  When  tricyclic  antidepres- 
sants are  used  concomitantly  with  cimetidine  (Tagamet),  clinically  significant  effects  have  been  reported 
involving  delayed  elimination  and  increasing  steady  slate  concentrations  of  the  tricyclic  drugs 
Concomitant  use  of  Limbitrol  with  other  psychotropic  drugs  has  not  been  evaluated,  sedative  effects 
may  be  additive  Discontinue  several  days  before  surgery  Limit  concomitant  administration  ot  ECT  to 
essential  treatment.  See  Warnings  tor  precautions  about  pregnancy  Limbitrol  should  not  be  taken 
during  the  nursing  period  Not  recommended  in  children  under  12  In  the  elderly  and  debilitated,  limit  to 
smallest  effective  dosage  to  preclude  ataxia,  oversedation,  contusion  or  anticholinergic  effects 
Adverse  Reactions:  Most  frequently  reported  are  those  associated  with  either  component  alone 
drowsiness,  dry  mouth,  constipation,  blurred  vision,  dizziness  and  bloating  Less  frequently  occurring 


reactions  include  vivid  dreams,  impotence,  tremor,  confusion  and  nasal  congestion  Many  depressive 
symptoms  including  anorexia,  fatigue,  weakness,  restlessness  and  lethargy  have  been  reported  as 
side  effects  of  both  Limbitrol  and  amitriptvline  Granulocytopenia,  jaundice  and  hepalic  dysfunction 
have  been  observed  rarely 

The  following  list  includes  adverse  reactions  not  reported  with  Limbitrol  but  requiring  consideration 
because  they  have  been  reported  with  one  or  both  components  ot  closely  related  drugs 
Cardiovascular  Hypotension,  hypertension,  tachycardia,  palpitations,  myocardial  infarction, 
arrhythmias,  heart  block,  stroke 

Psychiatric  Euphoria,  apprehension,  poor  concentration,  delusions,  hallucinations,  hypomama  and 
increased  or  decreased  libido 

Neurologic  Incoordination,  ataxia,  numbness,  tingling  and  paresthesias  ot  the  extremities,  extra- 
pyramidal  symptoms,  syncope,  changes  in  EEG  patterns. 

Anticholinergic  Disturbance  of  accommodation,  paralytic  ileus,  urinary  retention,  dilatation  ol  urinary 
tract 

Allergic  Skin  rash,  urticaria,  photosensitization,  edema  ot  lace  and  tongue,  pruritus 
Hematologic  Bone  marrow  depression  including  agranulocytosis,  eosinophilic,  purpura,  thrombocy- 
topenia 

Gastrointestinal  Nausea,  epigastric  distress,  vomiting,  anorexia,  stomatitis,  peculiar  taste,  diarrhea, 
black  tongue 

Endocrine  Testicular  swelling  and  gynecomastia  in  the  male,  breast  enlargement,  galactorrhea  ond 
minor  menstrual  irregularities  in  Ihe  female,  elevation  and  lowering  ol  blood  sugar  levels,  and  syndrome 
ot  Inappropriate  ADH  (antidiuretic  hormone)  secretion 

Other  Headache,  weight  gain  or  loss,  increased  perspiration,  urinary  Irequency,  mydriasis,  jaundice, 
alopecia,  parotid  swelling 

Overdosage:  Immediately  hospitalize  patient  suspected  ot  having  taken  an  overdose  Treatment  is 
symptomatic  and  supportive  I V administration  ol  I to  3 mg  physostigmine  salicylate  has  been 
reported  to  reverse  the  symptoms  of  amitriptyline  poisoning  See  complete  product  information  for 
manitestation  and  treatment 

Dosage:  Individualize  according  to  symptom  severity  and  patient  response  Reduce  to  smallest  effective 
dosage  when  satisfactory  response  is  obtained  Larger  portion  ol  daily  dose  may  be  taken  al  bedtime 
Single  h.s  dose  may  suffice  tor  some  patients  Lower  dosages  are  recommended  tor  the  elderly 
Limbitrol  DS  (double  strength)  Tablets,  milial  dosage  ol  three  or  lour  tablets  daily  in  divided  doses, 
increased  up  to  six  tablets  or  decreased  to  two  tablets  daily  as  required  Limbitrol  Tablets,  initial  dosage 
ot  three  or  tout  tablets  daily  in  divided  doses,  lor  patients  who  do  nol  tolerate  higher  doses. 

How  Supplied:  Double  strength  (DS)  Tablets,  white,  lilm-coated,  each  containing  10  mg  chlordioze 
poxide  and  25  mg  amitriptyline  (as  the  hydrochloride  salt),  and  Tablets  blue,  tilm-coated,  each 
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EDUCATION  TAKES 

MONEY 

— Lots  and  Lots  of 
Money — 

The  primary  purpose  of  the  South  Dakota  Med- 
ical School  Endowment  Association  is  to  pro- 
vide low  interest  (6%)  loans  to  medical  students 
who  are  attending  the  University  of  South  Da- 
kota School  of  Medicine.  In  the  past  four  years 
we  have  increased  available  loan  money  from 
$21,000  to  $45,000  for  1988.  Student  needs  are 
increasing  each  year,  reflected  by  the  increase 
in  the  number  of  loans  from  14  to  72.  More 
contributions  are  needed  to  ensure  continued 
growth  in  our  loan  assistance. 
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Stress  Fracture  of  the  Ulnar  Diaphysis  in 
Athletes:  A Case  Report  and  a Review  of 
the  Literature 


A newly  recognized  overuse  injury  in  athletes;  the  stress  fracture  of  the  ulnar  diaphysis. 

Eberhard  H.  Heinrichs,  M.D.* 

Barbara  J.  Senske,  PA-Cf 


ABSTRACT 

A stress  fracture  of  the  diaphysis  of  the  ulna 
is  an  uncommon  occurrence  in  athletes.  A report 
about  a patient  sustaining  this  injury  while 
cheerleading  is  given.  A review  of  the  literature 

Stress  fractures  are  relatively  common  oc- 
currences. They  are  a response  of  the  bone  to 
repeated  stress,  none  of  which  by  itself  is  sufficient 
to  cause  a fracture.1  In  general  they  occur  in  indi- 
viduals who  are  untrained  or  not  acclimated  to  a 
particular  exercise  or  work.  The  most  representative 
is  the  so-called  march  fracture,  a stress  fracture  of 
the  second  or  third  metatarsal  bone  frequently  ob- 
served in  military  recruits. 

The  majority  of  the  stress  fractures  are  found  on 
the  lower  extremities.  Diaphyseal  stress  fractures  of 
the  ulna  in  general  are  exceedingly  rare.  In  athletes 
there  are  only  1 1 case  reports  published  so  far.  We 
would  like  to  add  another  because  of  several  unusual 
features. 

CASE  REPORT 

This  22-year-old  right-handed  male  student  with 
a non-contributory  past  health  history  was  seen  at 
the  University  of  South  Dakota  Student  Health  Serv- 
ice on  10-28-82.  He  complained  of  pain  in  the  right 
elbow  area  for  two  weeks  especially  during  physical 
activities  involving  that  joint.  There  was  no  history 
of  injury  at  any  time  to  the  elbow  joint.  He  reported 
that  he  had  recently  stepped  up  his  weight  lifting 


* Medical  Director,  USD  Student  Health  Service.  Departments 
of  Family  Medicine,  Pediatrics  and  Adolescent  Medicine, 
USD  School  of  Medicine,  Vermillion,  SD. 
t Physician  Assistant,  USD  Student  Health  Service.  Depart- 
ment of  Family  Medicine,  USD  School  of  Medicine,  Ver- 
million, SD.  Presently  residing  in  Bismarck,  ND. 


indicates  that  this  injury  in  athletes  has  been 
recognized  only  recently.  The  variability  of  the 
fracture  location  escapes  any  explanation  at  pres- 
ent. 

program  in  order  to  improve  his  cheerleading  ac- 
tivities for  the  upcoming  basketball  season  which 
included  lifting  a partner  above  his  head. 

The  physical  examination  revealed  no  abnormal- 
ities or  pain  in  the  area  of  the  right  elbow  joint,  the 
range  of  motion  was  normal,  good  strength  was 
present  and  there  was  no  neurological  deficit.  The 
roentgenological  examination  of  the  right  elbow 
showed  an  unfused  apophysis  through  the  olecranon 
(Fig.  1).  Comparative  views  of  the  left  elbow  were 
normal  (Fig.  2). 

An  orthopedic  consultation  was  obtained  which 
agreed  with  the  assessment  and  felt  that  no  treatment 
was  indicated  because  of  the  minimality  of  symp- 
toms. The  patient  was  advised  not  to  participate  in 
sports  activities  which  would  place  a strain  on  his 
right  elbow.  The  patient  however  decided  to  con- 
tinue to  cheerlead  against  medical  advice.  He  in- 
tended to  try  to  shift  the  lifting  to  his  left  arm. 

Aside  from  being  seen  for  an  intercurrent  non- 
specific pharyngitis  in  January  1983  he  returned  on 
2-7-83  to  the  USD  Student  Health  Service.  This 
time  he  reported  pain  in  the  left  forearm  when  lifting 
his  partner  who  incidentally  appeared  to  have  gained 
weight  in  the  meantime. 

The  physical  examination  showed  a swollen, 
painful  area  of  the  flexor  aspect  of  the  ulna  between 
the  proximal  and  middle  third  of  that  bone.  No  other 
findings  were  present.  A roentgenological  exami- 
nation of  the  forearm  (Fig.  3)  showed  on  the  AP 
view  a callus  formation  (20  mm.  long  and  4 mm. 
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Figure  1 

Roentgenological  examination  of  the  right  elbow  (10-28-82) 
showing  an  unfused  apophysis  of  the  olecranon.  (Above  and 
below) 


Figure  2 

Comparative  view  of  the  left  elbow  (10-28-82).  (Above  and 
below) 


thick)  on  the  ulna,  12.5  cm.  distal  from  the  elbow 
joint.  Comparison  with  the  x-rays  of  the  left  elbow 
taken  102  days  earlier  (Fig.  2)  indicated  that  the 
lesion  was  not  present  at  that  time.  A diagnosis  of 
a stress  fracture  of  the  diaphysis  of  the  ulna  was 
made. 

The  patient  was  advised  to  stop  cheerleading  al- 
together and  received  no  further  treatment.  He  was 
seen  for  the  last  time  on  3-4-83  when  he  reported 


that  he  had  practically  no  pain  since  discontinuing 
his  athletic  activities,  even  though  the  swelling  was 
still  palpable  in  the  area  previously  described. 

DISCUSSION 

Diaphyseal  stress  fractures  of  the  ulna  have  been 
known  since  1941, 2 but  are  not  mentioned  in  stand- 
ard textbooks  of  Roentgenology  or  Orthopedics.  A 
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Figure  3 

Repeat  examination  of  the  left  elbow  area  (2-7-83)  showing 
the  stress  fracture  of  the  ulna  in  the  area  of  the  proximal 
end  of  the  middle  third.  (Above  and  to  the  right) 


TABLE  I 


SUMMARY  OF  ALL  REPORTED  ULNAR  DIAPHYSEAL  STRESS  FRACTURES  IN  ATHLETES 


Year  and 

Age 

Reference 

(Years) 

Sex 

Activity 

Handedness 

Fracture  Location 

1980  (4) 

Kendo  Fencing 

1980  (4) 

Kendo  Fencing 

1980  (5) 

F 

Kendo  Fencing 

Bilaterally 

1982  (3) 

19 

F 

Soft  Ball 

R 

R Proximal  Third 

(Pitcher) 

1982  (3) 

14 

F 

Volley  Ball 

R 

R Proximal  Third 

1982  (6) 

Tennis 

Midshaft 

1982  (6) 

Tennis 

Midshaft 

1983  (7) 

13 

M 

Tennis 

R 

L Distal  Mid  Third 

1983  (8) 

18 

F 

Kendo  Fencing 

R 

L Mid  Shaft 

1983  (8) 

19 

M 

Kendo  Fencing 

R 

L Mid  Shaft 

1984  (9) 

22 

M 

Bodybuilding 

R 

L Mid  Shaft 

Present 

22 

M 

Cheerleading 

R 

L Proximal  Mid 

Third 


summary  of  the  reported  non-athletic  fractures  can 
be  found  in  the  bibliography  of  Mutoh.3  This  injury 
has  been  described  only  recently  in  sports  medicine. 

The  summary  of  all  reported  athletic  ulnar  dia- 
physeal stress  fractures  (Table  I)  shows  that  they 
occur  within  an  age  range  from  13  to  22  years.  This 
is  probably  a reflection  of  the  fact  that  the  athletic 
activity  is  at  its  peak  in  that  age  group.  Both  sexes 
appear  equally  involved.  In  those  instances  where 


the  handedness  is  reported  there  seems  to  be  a greater 
involvement  of  the  opposite  arm.  The  location  of 
the  fracture  is  reported  between  the  proximal  end 
and  the  distal  end  of  the  middle  third  of  the  ulna. 

There  are  no  explanations  for  the  variation  in 
location  of  the  stress  fractures  of  the  ulna  in  oth- 
erwise healthy  patients.  In  osteomalacia  and  other 
conditions  of  disturbed  bone  metabolism  pseudo- 
fractures are  observed  in  relation  to  arteries  on  the 
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surface  of  the  bones.  These  then  are  symmetrical, 
calcify  poorly,  and  heal  slowly.10'11  None  of  this 
was  observed  in  our  patient. 

Our  patient  with  a diaphyseal  stress  fracture  of 
the  ulna  showed  the  following  unusual  aspects: 

a)  An  x-ray  of  the  future  fracture  site  was  obtained 
three  months  earlier  showing  no  abnormality. 

b)  The  activity  involved  was  mainly  straight  up- 
ward lifting.  The  stress  forces  were  acting  largely 
along  the  longitudinal  axis  as  opposed  to  trans- 
verse stresses  upon  the  forearm  as  in  ball  games, 
Kendo  fencing  or  performing  Preacher  Board 
curls  in  bodybuilding. 
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GO  TO  THE  DEVIL 


SD  LUNG  ASSOCIATION 
BLACK  HILLS  BICYCLE 
TREK  PLANNED 

The  South  Dakota  Lung  Association  is 
planning  the  2nd  Annual  "Go  to  the 
Devil"  Bicycle  Trek  for  April  29,  30, 
and  May  1 , 1 988. 

The  two-day  100  mile  bicycle  adven- 
ture takes  place  in  the  Black  Hills  with 
participants  riding  in  the  Devils  Tower, 
Wyoming  area  the  first  day  and 
through  Spearfish  Canyon,  South  Da- 
kota the  second  day. 

The  trek  is  a great  way  to  get  away 
for  the  weekend,  see  beautiful  coun- 
try, meet  new  people  and  do  some- 
thing for  a good  cause. 

For  bicycle  trek  flyer  and  application, 
contact  the  South  Dakota  Lung  Asso- 
ciation, Kathleen  A.  Wiebers,  208  East 
13th  Street,  SD  57102.  Phone:  336- 
7222. 


To  Benefit 
SOUTH  DAKOTA 
LUNG  ASSOCIATION 
and 

AMERICAN  LUNG  ASSOCIATION 
OF  WYOMING 
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Before  prescribing,  see  complete  prescribing 
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were  common  in  both  the  treated  and  control 
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higher  only  in  the  aged  rats  receiving  Tagamet '. 

Rare  instances  of  cardiac  arrhythmias  and  hypoten- 
sion have  been  reported  following  the  rapid  admin- 
istration of  Tagamet'  HCI  (brand  of  cimetidine  hy- 
drochloride! injection  by  intravenous  bolus. 
Symptomatic  response  to  Tagamet'  therapy  does 
not  preclude  the  presence  of  a gastric  malignancy. 
There  have  been  rare  reports  of  transient  healing  of 
gastric  ulcers  despite  subsequently  documented  ma- 
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occasion,  predominantly  in  severely  ill  patients. 
Tagamet'  has  been  reported  to  reduce  the  hepatic 
metabolism  of  warfarin-type  anticoagulants,  pheny- 
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ceiving either  Tagamet'  300  mg.  q.i.d.  or  800  mg. 
h.s.  concomitantly  with  a 300  mg.  b.i.d.  dosage  of 
theophylline  (Theo-Dur®,  Key  Pharmaceuticals,  Inc.), 


demonstrated  less  alteration  in  steady-state  theo- 
phylline peak  serum  levels  with  the  800  mg.  h.s.  regi- 
men, particularly  in  subjects  aged  54  years  and  older. 
Data  beyond  ten  days  are  not  available.  (Note:  All 
patients  receiving  theophylline  should  be  monitored 
appropriately,  regardless  of  concomitant  drug  ther- 
apy.) 

Lack  of  experience  to  date  precludes  recommending 
Tagamet'  for  use  in  pregnant  patients,  women  of 
childbearing  potential,  nursing  mothers  or  children 
under  16  unless  anticipated  benefits  outweigh  po- 
tential risks;  generally,  nursing  should  not  be  under- 
taken in  patients  taking  the  drug  since  cimetidine  Is 
secreted  in  human  milk. 

Adverse  Reactions:  Diarrhea,  dizziness,  somno- 
lence, headache,  rash.  Reversible  arthralgia,  myalgia 
and  exacerbation  of  joint  symptoms  In  patients  with 
preexisting  arthritis  have  been  reported.  Reversible 
confusional  states  (e.g.,  mental  confusion,  agitation, 
psychosis,  depression,  anxiety,  hallucinations,  disori- 
entation), predominantly  in  severely  ill  patients, 
have  been  reported.  Gynecomastia  and  reversible 
impotence  in  patients  with  pathological  hypersecre- 
tory disorders  receiving  Tagamet',  particularly  in 
high  doses,  for  at  least  12  months,  have  been  re- 
ported. Reversible  alopecia  has  been  reported  very 
rarely.  Decreased  white  blood  cell  counts  in 
Tagamet -treated  patients  (approximately  1 per 
100,000  patients),  including  agranulocytosis  (ap- 
proximately 3 per  million  patients),  have  been  re- 
ported, including  a few  reports  of  recurrence  on  re- 
challenge. Most  of  these  reports  were  in  patients 
who  had  serious  concomitant  illnesses  and  received 
drugs  and/or  treatment  known  to  produce  neutrope- 
nia. Thrombocytopenia  (approximately  3 per  million 
patients)  and  a few  cases  of  aplastic  anemia  have 
also  been  reported.  Increased  serum  transaminase 
and  creatinine,  as  well  as  rare  cases  of  fever,  intersti- 
tial nephritis , urinary  retention,  pancreatitis  and  al- 
lergic reactions,  including  hypersensitivity  vascu- 
litis, have  been  reported.  Reversible  adverse  hepatic 
effects,  cholestatic  or  mixed  cholestatic- 
hepatocellular  in  nature,  have  been  reported  rarely. 
Because  of  the  predominance  of  cholestatic  features, 
severe  parenchymal  injury  is  considered  highly  un- 


likely. A single  case  of  biopsy-proven  periportal 
hepatic  fibrosis  in  a patient  receiving  Tagamet ' has 
been  reported. 

How  Supplied:  Tablets:  200  mg.  tablets  in  bottles 
of  100;  300  mg.  tablets  in  bottles  of  100  and  Single 
Unit  Packages  of  1 00  ( intended  for  institutional  use 
only);  400  mg.  tablets  In  bottles  of  60  and  Single 
Unit  Packages  of  100  (Intended  for  Institutional  use 
only),  and  800  mg.  Tlltab ® tablets  in  bottles  of  30 
and  Single  Unit  Packages  of  100  (intended  for  Insti- 
tutional use  only). 

Liquid:  300  mg./5  mi.,  in  8 ft.  oz.  (237  mi.)  amber 
glass  bottles  and  In  single-dose  units  (300  mg./S  mi.), 
in  packages  of  10  (intended  for  institutional  use 
only). 

Injection: 
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Pre  filled  Syringes:  300  mg./2  mi.  in  single-dose  pre- 
filled disposable  syringes. 

Plastic  Containers:  300  mg.  in  50  ml.  of  0.9%  So- 
dium Chloride  in  single-dose  plastic  containers,  in 
packages  of  4 units.  No  preservative  has  been 
added. 
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A better  alternative 
for  hypertensives  who 
are  going  bananas ... 


your  patients  the  extra  cost- 
in  calories,  sodium  and  dollars. 

your  patients  the  rigors  of 
dietary  h+ supplementation. 


25mg  Mydrochlorothiazide/50mg  Triam terene/5KF 

Effective  antihypertensive * 
therapy...without 
the  bananas 


Not  lor  initial  therapy.  See  brief  summary. 

without  a history  of  allergy  or  bronchial  asthma.  Possible 
exacerbation  or  activation  of  systemic  lupus  erythematosus  has 
been  reported  with  thiazide  diuretics. 

Precautions:  The  bioavailability  ot  the  hydrochlorothiazide 
component  of  'Dy azide ' is  about  50%  of  the  bioavailability  ot  the 
single  entity.  Theorelicaliy.  a patient  transferred  from  the  single 
entities  of  triamterene  and  hydrochlorothiazide  may  show  an 
increase  in  blood  pressure  or  lluid  retention.  Similarly,  it  is  also  - 
possible  that  the  lesser  hydrochlorothiazide  bioavailability  could 
lead  to  increased  serum  potassium  levels.  However,  extensive 
clinical  experience  with  ‘Dyazide ' suggests  that  these  conditions ... 
have  not  been  commonly  observed  in  clinical  practice.  Angio- 
tensin-converting enzyme  (ACE)  inhibitors  can  elevate  serum 
potassium:  use  with  caution  with  ’Dyazide '.  Do  periodic  serum 
electrolyte  determinations  (particularly  importanl  in  patients 
vomiting  excessively  or  receiving  parenteral  fluids,  and  during 
concurrent  use  with  amphotericin  B or  corticosteroids  or 
corticotropin/ACTHI).  Periodic  BUN  and  serum  creatinine 
determinations  should  be  made,  especially  in  the  elderly,  diabetics 
or  those  with  suspected  or  confirmed  renal  insufficiency 
Cumulative  effects  of  the  drug  may  develop  in  patients  with 
impaired  renal  function.  Thiazides  should  be  used  with  caution  in 
patients  with  impaired  hepatic  function.  They  can  precipitate  coma 
in  patients  with  severe  liver  disease.  Observe  regularly  for  possible 
blood  dyscrasias.  liver  damage,  other  idiosyncratic  reactions. 
Blood  dyscrasias  have  been  reported  in  patients  receiving 
triamterene,  and  leukopenia,  thrombocytopenia,  agranulocytosis, 
and  aplastic  and  hemolytic  anemia  have  been  reported  with 
thiazides.  Thiazides  may  cause  manifestalion  of  latent  diabetes 
mellitus.  The  effects  of  oral  anticoagulants  may  be  decreased 
when  used  concurrently  with  hydrochlorothiazide:  dosage 
adjustments  may  be  necessary.  Clinically  insignificant  reductions 
in  arterial  responsiveness  to  norepinephrine  have  been  reported: 
Thiazides  have  also  been  shown  to  increase  the  paralyzing  effect 
ot  nondepolarizing  muscle  relaxants  such  as  tubocurarine. 
Triamterene  is  a weak  folic  acid  antagonist.  Do  periodic  blood 
studies  in  cirrhotics  with  splenomegaly.  Antihypertensive  elfects 
may  be  enhanced  in  post-sympathectomy  patients.  Use  cau- 
tiously in  surgical  patients.  Triamterene  lias  been  found  in  renal 
stones  in  association  with  the  other  usual  calculus  components. 
Therefore . 'Dyazide ' should  be  used  with  caution  in  patients  with 
histories  of  stone  formation.  A lew  occurrences  ol  acute  renal 
failure  have  been  reported  in  patients  on  'Dyazide ' when  treated 
with  indomethacin.  Therefore,  caution  is  advised  in  adminislering 
nonsteroidal anti-inliammatory agents. with  'Dyazide'.  The 
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following  may  occur:  transient  elevated  BUN  or  creatinine  or  both, 
hyperglycemia  and  glycosuria  (diabetic  insulin  requirements  may 
be  altered),  hyperuricemia  and  gout,  digitalis  intoxication  (in 
hypokalemia),  decreasing  alkali  reserve  with  possible  metabolic 
acidosis:  Dyazide  \ interferes  with  fluorescent  measurement  ot 
quinidine.  Hypokalemia  is  uncommon  with  'Dyazide'.  but  should  il 
develop,  corrective  measures  should  be  taken  such  as  potassium 
supplementation  or  increased  dietary  intake  of  potassium-rich 
foods.  Corrective  measures  should  be  instituted  cautiously  and 
serum  potassium  levels  determined.  Discontinue  corrective 
measures  and  Dyazide ' should  laboratory  values  reveal  elevated 
serum  potassium.  Chloride  deficit  may  occur  as  well  as  dilulional 
hyponatremia.  Concurrent  use  with  chlorpropamide  may  increase 
the  risk  of  severe  hyponatremia.  Serum  PBI  levels  may  decrease 
without  signs  ol  thyroid  disturbance.  Calcium  excretion  is 
decreased  by  thiazides.  Dyazide ' should  be  withdrawn  belore 
conducting  tests  lor  parathyroid  lunclion.  Thiazides  may  add  to  or 
potentiate  the  action  ot  other  antihypertensive  drugs.  Diuretics 
reduce  renal  clearance  of  lithium  and  increase  the  risk  ol  lithium 
toxicity. 

Adverse  Reactions:  Muscle  cramps,  weakness,  dizziness, 
headache,  dry  mouth:  anaphylaxis,  rash,  urticaria,  photosensi- 
tivity. purpura,  other  dermatological  conditions:  nausea  and 
vomiting,  diarrhea,  constipation,  other  gastrointestinal  distur- 
bances: postural  hypotension  (may  be  aggravated  by  alcohol, 
barbiturates,  or  narcotics).  Necrotizing  vasculitis,  paresthesias, 
icterus,  pancreatitis,  xanthopsia  and  respiratory  distress  including 
pneumonitis  and  pulmonary  edema,  transient  blurred  vision 
sialadenitis,  and  vertigo  have  occurred  with  thiazides  alone 
Triamterene  has  been  found  in  renal  stones  in  association  with 
other  usual  calculus  components.  Rare  incidents  ol  acute 
interstitial  nephritis  have  been  reported.  Impotence  has  been 
reported  in  a lew,  patients  on  Dyazide '.  although  a causal 
relationship  has  not  been  established. 

Supplied:  'Dyazide  ’ is  supplied  as  a red  and  white  capsule,  in 
bottles  ol  WOO  capsules;  Single  Unit  Packages  (unil-dose)  ol 
100  (intended  lor  institutional  use  only):  in  Pali 
ol-use  bottles  ol  100. 
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Contraindications:  Concomitant  use  with  other  potassium- 
sparing agents  such  as  spironolactone  or  amiloride.  Further  use 
in  anuria,  progressive  renal  or  hepatic  dysfunction,  hyperkalemia. 
Pre-existing  elevated  serum  potassium.  Hypersensitivity  to  either 
component  or  other  sulfonamide-derived  drugs. 

Warnings:  Do  not  use  potassium  supplements,  dietary  or 
otherwise,  unless  hypokalemia  develops  or  dietary  intake  ot 
potassium  is  markedly  impaired,  if  supplementary  potassium  is 
needed,  potassium  tablets  should  not  be  used.  Hyperkalemia  can 
occur,  and  has  been  associated  with  cardiac  irregularities,  it  is 
more  likely  in  the  severely  ill,  with  urine  volume  less  than  one  liter/ 
day,  the  elderly  and  diabetics  with  suspected  or  confirmed  renal 
insufficiency.  Periodically,  serum  K*  levels  should  be  determined. 
If  hyperkalemia  develops,  substitute  a thiazide  alone,  restrict  K* 
intake.  Associated  widened  ORS  complex  or  arrhythmia 
requires  prompt  additional  therapy.  Thiazides  cross  the  placental 
barrier  and  appear  in  cord  blood.  Use  in  pregnancy  requires 
weighing  anticipated  benefits  against  possible  hazards,  including 
fetal  or  neonatal  jaundice,  thrombocytopenia,  other  adverse 
reactions  seen  in  adults.  Thiazides  appear  and  triamterene  may 
appear  in  breast  milk.  II  their  use  is  essential,  the  patient  should 
stop  nursing.  Adequate  intormation  on  use  in  children  is  not 
available.  Sensitivity  reactions  may  occur  in  patients  with  or 
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WARNING 

This  drug  is  not  indicated  for  initial  therapy  of  edema  or 
hypertension.  Edema  or  hypertension  requires  therapy 
titrated  to  the  individual.  If  this  combination  represents  the 
dosage  so  determined,  its  use  may  be  more  convenient  in 
patient  management.  Treatment  of  hypertension  and  edema 
is  not  static,  but  must  be  reevaluated  as  conditions  in  each 
patient  warrant. 
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ABSTRACT 

There  are  an  estimated  57,000  American  In- 
dians in  South  Dakota.  The  author  examines  the 
cultural  values,  socio-economic  factors,  medical 

INTRODUCTION 

As  the  first  American  Indian  graduate  of  the 
University  of  South  Dakota  School  of  Med- 
icine, I am  often  asked  questions  regarding  Indian 
patients.  Since  we  have  a large  population  of  Amer- 
ican Indian  people  living  in  this  state,  I am  often 
surprised  that  health  care  providers  do  not  have  a 
better  understanding  of  American  Indian  culture. 
The  1980  United  States  census  revealed  that  1.4 
million  people  claimed  American  Indian  status.  The 
census  further  showed  that  45,000  American  Indi- 
ans lived  in  South  Dakota  with  33,000  living  in 
reservation  areas.  The  current  estimate  is  that  57,000 
American  Indians  live  in  South  Dakota.6  With  these 
statistics  in  mind,  I believe  that  health  care  of  the 
American  Indian  patient  is  a topic  that  should  be 
addressed,  particularly  in  South  Dakota. 

In  this  article,  I will  discuss  various  aspects  of 
health  care  of  American  Indians.  First,  I will  discuss 
cultural  differences  that  may  affect  the  physician- 
patient  relationship.  Second,  I will  comment  on  ma- 
jor problems,  both  medical  and  social,  that  are  faced 
by  Indian  people.  Third,  I will  discuss  how  these 
problems  affect  the  health  care  that  is  available  to 
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problems,  and  health  care  resources  of  American 
Indians  that  affect  the  physician-patient  rela- 
tionship and  patient  compliance. 

them.  Last,  I will  comment  on  the  future  of  Amer- 
ican Indian  health  care  in  the  United  States. 

CULTURAL  VALUES 

Much  of  this  information  will  be  generalizations. 
Not  all  Indian  patients  will  share  all  of  these  values, 
but  many  will  share  some.  By  understanding  cul- 
tural values  of  American  Indians,  health  care  pro- 
viders will  better  understand  their  Indian  patients 
which  should,  in  turn,  enhance  the  doctor-patient 
relationship.  Much  of  what  I say  is  probably  well 
known  to  the  seasoned  health  care  worker  in  South 
Dakota,  but  I hope  to  help  those  who  are  not. 

In  the  medical  profession  we  are  often  taught  to 
look  for  certain  responses  or  signs.  If  a patient  re- 
sponds in  a manner  we  are  not  accustomed  to,  we 
may  make  negative  conclusions  about  that  person. 
For  example,  we  are  taught  to  make  good  eye  con- 
tact when  interviewing  a patient.  In  the  Indian  cul- 
ture, it  is  often  considered  a sign  of  disrespect  to 
look  the  person  with  whom  you  are  speaking  in  the 
eye.  Indian  patients  may  become  increasingly  un- 
comfortable if  the  interviewer  persists  in  trying  to 
make  eye  contact.5-8  Health  care  providers  should 
not  interpret  a lack  of  eye  contact  by  the  patient  as 
disinterest  or  a lack  of  respect. 

Another  area  that  may  be  misinterpreted  is  the 
American  Indian’s  view  of  time.  In  Indian  culture, 
time  is  thought  of  as  “flowing”  or  “flexible."  Pa- 
tients may  miss  or  be  late  for  scheduled  appoint- 
ments because  their  cultural  heritage  has  trained 
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them  to  avoid  “clock  watching.”  Most  Indian  pa- 
tients make  an  effort  to  be  on  time,  but  a lack  of 
punctuality  does  not  mean  they  do  not  care  about 
their  health  or  that  they  are  deliberately  being  dif- 
ficult. Additionally,  most  Indian  cultures  look  at  the 


In  the  Indian  culture,  it  is  often  considered  a sign 
of  disrespect  to  look  the  person  with  whom  you 

are  speaking  in  the  eye. 


present  and  not  the  future.5  8 If  there  are  any  im- 
mediate needs,  these  will  be  dealt  with  first.  Often 
these  immediate  needs  keep  presenting  themselves 
and  as  a result,  there  is  no  time  to  look  toward  the 
future. 

The  concept  of  the  “extended  family”  is  often 
difficult  for  others  to  understand.  It  is  not  uncom- 
mon to  find  more  than  one  generation  living  in  the 
same  household  or  for  a grandmother  to  be  caring 
for  her  grandchildren.  The  extended  family  was  a 
necessity  of  life  when  Indians  were  wandering  the 
plains  and  both  parents  were  busy  with  the  daily 
living  activities.  The  extended  family  concept  also 
affects  the  Indians’  attitudes  toward  personal  prop- 
erty and  ownership.  Ownership  is  viewed  more  as 
caretaking  and  sharing  often  extends  beyond  that 
observed  in  most  other  cultures.  This  is  a non-ma- 
terialistic  viewpoint  which  is  often  in  sharp  contrast 
to  the  predominate  culture  in  this  country.  Also 
included  in  this  concept  of  sharing  is  assuring  that 
each  individual  is  cared  for  while  maintaining  in- 
dividual dignity.  This  is  why  some  families  will 
care  for  patients  at  home  rather  than  placing  them 
in  a nursing  home.8 

The  American  Indians’  view  of  nature  is  also 
influenced  by  their  cultural  values.  Indians  strive  to 
be  in  harmony  with  nature  as  opposed  to  being  in 
control  of  it.  This  is  reflected  in  their  art  and  tra- 
ditions. It  also  includes  a holistic  type  of  “tradi- 
tional medicine’’  which  views  ill  health  as  being  in 
disharmony  with  nature.5-8  This  traditional  medi- 
cine does  not  deal  with  just  the  signs  and  symptoms 
of  the  disease  but  also  deals  with  the  spiritual  well- 
being of  the  patient.  Some  Indians  still  seek  advice 
from  traditional  medicine  men  and  women.  It  is, 
therefore,  important  to  inquire  whether  any  other 
remedies  have  been  used  since  some  of  these  treat- 
ments may  have  synergistic  or  adverse  effects  on 
modem  medical  therapy. 

Indian  patients  frequently  do  not  ask  a lot  of  ques- 
tions since  it  is  considered  disrespectful  to  do  so. 
This  often  leads  to  misunderstanding  and  the  ap- 
pearance of  not  cooperating  with  prescribed  treat- 
ment. It  is  important  to  review  or  even  demonstrate 
health  care  instructions.8 


Often  a family  member  may  question  the  advice 
given  a patient.  They  are  not  questioning  your 
judgement,  but  are  seeking  to  clarify  your  instruc- 
tions to  ensure  that  the  patient  gets  the  proper  care. 
In  some  families  there  is  often  one  person  who  over- 
sees health  care  in  the  family.  Compliance  can  be 
improved  by  involving  them  in  the  treatment  proc- 
ess. 

SOCIO-ECONOMIC  FACTORS 

There  are  many  socio-economic  factors  to  con- 
sider when  treating  Indian  patients.  Many  Indians 
come  from  areas  of  high  unemployment  (up  to  80- 
90%)  and  are  unemployed  themselves.  They  may 
not  be  able  to  buy  expensive  medications  or  pay  for 
expensive  treatment  modalities. 

Other  factors  to  consider  are  how  far  away  do 
they  live,  do  they  have  transportation,  and  do  they 
have  a telephone.  Patients  may  not  be  able  to  keep 
follow-up  appointments  or  even  return  phone  calls. 
This  may  lead  to  frustration  on  the  part  of  the  health 
care  providers  and  further  deterioration  of  the  pa- 
tients’ health. 


Indian  patients  frequently  do  not  ask  a lot  of 
questions  since  it  is  considered  disrespectful  to 
do  so. 


Poor  sanitation  and  a lack  of  potable  water  may 
also  contribute  to  poor  health  on  the  reservation.  In 
1980,  a report2  published  by  the  Department  of 
Health  and  Human  Services  reported  that  over 
35,000  homes  on  reservations  in  the  United  States 
were  without  running  water  or  indoor  toilets. 

Child  abuse  is  a major  problem  in  any  low  socio- 
economic groups  and  the  American  Indian  popu- 
lation is  not  exempt.  However,  there  is  a specific 
physical  characteristic  of  Indian  babies  that  may 
cause  health  care  providers  to  think  of  child  abuse 
when  in  reality  it  is  a normal  finding.  This  physical 
finding,  Mongolian  spots,  is  a darkened  area  found 
on  the  lower  back  of  many  Indian  babies. 

MEDICAL  PROBLEMS 

There  are  certain  diseases  and  disease  compli- 
cations that  particularly  affect  the  Indian  population. 
These  are  gallstones  (which  affect  a large  percent- 
age of  Indians  before  age  30),  otitis  media,  diabetes 
mellitus,  substance  abuse,  higher  than  expected  rates 
of  accidental  death,  maternal-child  health  problems, 
cardiovascular  diseases,  and  tobacco  abuse.2- 3 7 

Not  only  is  diabetes  more  common  in  American 
Indians,  but  they  are  three  to  four  times  more  likely 
to  die  from  diabetic  complications  than  the  white 
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population.5  Despite  this,  Indians  often  do  not  know 
the  natural  progression  of  the  disease  and  are  una- 
ware of  diabetic  complications.  It  is  also  difficult 
for  Indians  to  adhere  to  American  Diabetic  Asso- 
ciation diets  because  of  cultural  differences  in  diets 
and  the  unavailability  of  certain  foods.4' 8 They  also 
share  the  misconception  with  the  general  population 
that  people  with  diabetes  can  eat  what  they  want  as 
long  as  they  take  a little  more  insulin  to  cover  the 
“sweets.’'  The  Indian  Health  Service,  through  di- 
abetes projects,  has  developed  alternative  diets  for 
Indians  with  diabetes.4  These  diets  incorporate  tra- 
ditional Indian  foods  and  government  commodi- 
ties.4 Exercise  is  often  an  area  not  stressed  enough 
in  these  patients.  Exercise  programs  that  emphasize 
walking  may  be  just  as  effective  as  elaborate  ex- 
ercise programs  available  in  urban  areas.  In  short, 
diabetic  education  is  very  important  for  all  patients 
with  diabetes. 

Another  major  problem  is  alcohol  and  substance 
abuse.  This  is  not  unique  among  American  Indians, 
but  is  often  more  recognizable.  The  high  incidence 
of  alcoholism  on  the  reservation  is  related  to  socio- 
economic rather  than  genetic  factors.  Alcohol  mis- 
use is  a major  contributing  factor  to  the  many  causes 
of  death  and  years  of  potential  life  lost  in  South 
Dakota.1  Death  secondary  to  cirrhosis  is  eighteen 
times  higher  in  the  American  Indian  population  than 
the  general  population.2  Accidental  deaths,  fre- 
quently related  to  alcohol  and  automobiles  in  young 
people,  is  a leading  cause  of  death  on  the  reser- 
vation.1-2 Patients  are  often  told  they  should  de- 
crease their  alcohol  intake  when,  in  fact,  they  need 
referral  to  alcohol  treatment  programs. 


Not  only  is  diabetes  more  common  in  American 
Indians,  but  they  are  three  to  four  times  more 
likely  to  die  from  diabetic  complications  than  the 
white  population. 


Infectious  diseases  are  also  common  on  the  res- 
ervation because  of  socio-economic  conditions.2 
Otitis  media  is  seen  more  often  in  Indian  children 
than  in  non-Indians.  This  is  felt  to  be  secondary  to 
a developmental  difference  in  the  eustachian  tube 
in  Indian  children  which  predisposes  to  infection.7 
AIDS  is  not  a major  concern  among  Indians  at  the 
present  time  since  there  have  been  only  39  reported 
cases  among  the  American  Indian  population  in  this 
country.  The  need  for  education  regarding  the  pre- 
vention of  AIDS  is  just  as  acute  for  Indians  as  non- 
Indians.  Other  infectious  diseases  that  are  of  major 
concern  among  American  Indians  are  tuberculosis 
and  venereal  diseases,  especially  chlamydia.  Here 


again,  these  relate  to  socio-economic  rather  than 
genetic  factors. 

Maternal-child  health  is  a major  concern  since 
the  Indian  population  is  younger  than  the  general 
population,  the  average  age  being  18.2  The  number 
of  puerperal  complications  is  lower  than  previously, 
but  Indian  women  are  still  at  greater  risk  for  still- 
birth, premature  birth,  and  pre-eclampsia.  Although 
the  rate  for  infant  deaths  in  the  perinatal  period  is 
declining,  the  death  rate  for  infants  more  than  a 
month  old  is  still  higher  than  the  general  population. 
Environmental  influences  are  felt  to  play  a role  here. 
Gastroenteritis  is  still  three  to  five  times  higher  in 
infants,  fetal  alcohol  syndrome  six  times  more  com- 
mon, and  sudden  infant  death  syndrome  is  four  times 
more  common  than  in  the  general  population.1' 2 


Recruitment  of  American  Indians  to  enter  the 
health  care  profession  is  another  way  to  improve 
the  medical  care  of  Indian  people. 


Coronary  heart  disease  is  becoming  more  com- 
mon in  the  Indian  population.  Since  the  average  age 
of  Indians  is  lower,  the  mortality  rate  from  coronary 
heart  disease  is  about  20%  lower  than  the  general 
population  but  this  gap  is  closing.2  As  life  expect- 
ancy increases  and  the  Indian  population  ages,  hy- 
pertension, smoking,  alcohol  abuse,  and  continued 
dietary  factors  will  undoubtedly  increase  the  inci- 
dence of  coronary  heart  disease  in  Indians. 

Tobacco  use  is  a particularly  serious  health  prob- 
lem for  Indian  people  since  tobacco  is  viewed  as  a 
medicinal  agent  in  addition  to  its  social  use. 

HEALTH  CARE  RESOURCES 

Many  health  professionals  ask  why  their  patients 
do  not  go  to  Indian  Health  Service  (IHS)  clinics  or 
hospitals  for  treatment.  Although  the  IHS  provides 
a great  deal  of  health  care  to  the  Indian  people,  not 
everyone  is  eligible  for  services  and  private  clinics 
are  often  more  convenient.  The  IHS  was  established 
in  accordance  with  federal  treaties  between  the  US 
Government  and  Indian  tribes.6  Most  Indians  view 
health  care  provided  by  the  IHS  as  a right  rather 
than  as  a welfare  program.  The  IHS  is  understaffed 
and  underbudgeted  and  is  unable  to  provide  care  for 
everyone.  Indians  who  have  moved  off  the  reser- 
vation are  no  longer  eligible  for  health  care  unless 
they  return  to  their  home  reservation.  Unfortunately 
they  still  do  not  qualify  for  referral  or  special  serv- 
ices since  they  no  longer  live  on  the  reservation. 
Since  they  often  cannot  afford  private  care,  they 
seek  care  in  community/public  health  clinics.  Urban 
Indian  Health  Clinics,  which  are  funded  federally 
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through  third  party  payers,  are  available  in  some 
cities  in  this  state.  Unfortunately  they  are  also  un- 
derstaffed and  underfunded.  Both  IHS  and  urban 
Indian  facilities  attempt  to  have  physicians  available 
at  all  sites,  but  with  the  current  budget  deficits,  this 
is  extremely  difficult  to  do. 

In  1984  the  estimated  number  of  dollars  spent  per 
Indian  patient  was  $953  compared  to  $1378  spent 
per  person  in  national  health  care  expenditures.2  It 
is  estimated  that  it  will  take  an  additional  $228  mil- 
lion dollars  to  bring  Indian  health  care  services  to 
parity  with  the  general  population.2 

Recruitment  of  American  Indians  to  enter  the 
health  care  profession  is  another  way  to  improve 
the  medical  care  of  Indian  people.2- 3- 8 Indian  health 
care  workers  already  understand  many  of  the  prob- 
lems faced  by  their  people  and  many  have  the  desire 
to  help.  Programs  in  other  states  are  successfully 
graduating  Indian  health  care  professionals.  Cur- 
rently there  is  a proposal  sponsored  by  the  Univer- 
sity of  South  Dakota  School  of  Medicine  and  the 
Aberdeen  Area  Indian  Health  Service  which,  if 
funded  by  Congress,  will  greatly  increase  the  re- 
cruitment of  Indians  into  the  health  care  profession 
and  will,  hopefully,  improve  the  health  care  of  In- 
dians in  many  other  ways  in  South  Dakota. 

CONCLUSIONS 

Despite  the  obstacles  and  the  difficulties  that  face 
American  Indian  people,  Indian  health  care  is  grad- 
ually improving.  This  is  demonstrated  by  increased 
life  expectancy,  a decrease  in  productive  years  lost, 
and  control  of  diseases  that  affect  Indian  people. 
We  can  help  this  trend  as  individual  practitioners 
by  understanding  the  cultural  values,  socio-eco- 
nomic factors,  medical  problems,  and  health  care 
resources  of  our  American  Indian  patients. 
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Robert  L.  Ferrell,  M.I).,  President,  South  Dakota 
State  Medical  Association 


We’re  Getting  Older 

ON  a plane  returning  from  a meeting  with 
the  Governor,  we  discussed  his  plans  as  they 
pertain  to  medicine  for  the  upcoming  legislative  ses- 
sion. His  primary  concern  is  for  the  elderly  and  I 
felt  he  has  really  done  his  homework  well. 

In  fact,  he  and  his  staff  presented  some  pretty 
sobering  facts.  For  example,  in  South  Dakota  there 
are  about  100,000  persons  age  65  and  over  (14% 
of  the  population)  and  here  as  well  as  nationwide, 
the  elderly  are  the  fastest  growing  population  group. 
Those  over  85  are  increasing  twice  as  fast  as  all 
other  elderly.  These  elderly  are  the  most  frequent 
users  of  medical  services  (40%  of  office  calls). 

Thirty  five  percent  of  the  elderly  over  age  85  live 
in  nursing  homes  in  South  Dakota.  One  of  five 
enters  as  a Medicaid  client.  Ultimately  (as  the  in- 
dividual resources  are  exhausted),  the  state  Med- 
icaid program  pays  for  the  care  of  one  of  every  two 
people  in  nursing  homes  or  $15,000  - $20,000  per 
year;  totaling  $45  million  per  year. 

As  we  all  know,  there  is  already  a tremendous 
strain  on  the  health  care  finite  dollar  “pie”  with  all 
segments  in  health  care  jockeying  either  to  maintain 
or  increase  their  share  of  the  “pie.”  If  permitted  to 
do  so,  the  nursing  home  industry  could  absorb  the 
entire  “pie”  or  budget  of  the  State  Health  Depart- 
ment. Obviously  this  cannot  be  allowed  to  happen 
but  just  as  obviously,  we  cannot  ignore  the  needs 
of  the  fastest  growing  segment  of  our  population. 

Our  Governor  has  proposed  several  elderly  ini- 
tiatives for  1988  and  the  following  six  are  discussed. 

1.  Expand  noninstitutional  home  and  community 
services.  This  will  allow  for  greater  latitude  for 


those  not  requiring  medically  oriented  or  skilled 
nursing  care  beds  to  live  more  independently. 

2.  Initiate  action  to  expand  Title  19  waiver  to  in- 
crease the  number  of  eligibles.  This  is  not  what 
it  initially  appears.  As  it  stands  now  the  bene- 
ficiaries must  be  in  nursing  homes,  hospital  or 
destitute,  and  this  encourages  abuse  such  as  early 
placement  or  dishonest  manipulation  of  assets  in 
order  to  qualify.  Thus  premature  placement  in 
nursing  homes  drives  up  this  portion  of  the  cost, 
where  appropriate  identification  and  middle 
placement  will  stretch  that  dollar  and  very  im- 
portantly is  intended  to  preserve  some  of  the 
individuals’  assets.  Also  within  this  plan  the  ben- 
eficiary may  be  able  to  stay  in  his  own  home 
with  his  spouse  rather  than  forcing  couples  either 
to  live  apart  or  to  have  the  able  spouse  live  in 
the  nursing  home  unnecessarily. 

3.  Implement  state-wide  mandatory  preadmission 
assessment  of  potential  nursing  home  patients. 
It  is  felt  more  than  20%  could  be  in  conjugate 
housing  first,  rather  than  nursing  homes,  in  order 
to  appropriately  determine  the  level  of  necessary 
care. 

4.  The  repeal  of  Certificate  of  Need  (CON)  three 
year  moratorium  on  nursing  home  and  super- 
vised personal  care  beds  statewide.  This  latter 
has  already  been  accomplished  successfully  in 
other  states  on  both  a temporary  and  permanent 
basis.  Upon  repeal  of  CON.  an  evaluation  would 
be  undertaken  after  a few  years  to  determine 
whether  the  effect  has  been  positive  or  not  with 
subsequent  directed  action. 

5.  Complete  preparation  of  standards  for  long  care 
insurance;  to  insure  those  purchasing  health  care 
insurance  policies  which  include  nursing  home 
care  clauses,  that  they  will  be  able  to  get  the 
care  they  think  they  are  buying  and  also  to  pro- 
vide guidelines  for  the  insurance  industry  so  that 
providing  such  coverage  may  be  made  more 
plausible. 

6.  The  appointment  of  a study  group  to  make  rec- 
ommendations regarding  elderly  housing  alter- 
natives; eg.  congregate  housing,  under  private 
management. 

I realize  that  reading  this  is  difficult  and  not  very 
entertaining  but  with  over  95%  statewide  nursing 
home  occupancy  we  have  a difficult  and  not  very 
entertaining  problem.  I for  one  am  deeply  grateful 
that  Governor  Mickelson  has  demonstrated  the  cour- 
age to  undertake  such  a task.  It  is  certain  to  be 
difficult,  possibly  unpopular  with  some  and  this  is 
where  we  physicians  fit  in.  I would  hope  that  he 
(Continued  next  page) 
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can  count  on  more  volunteers  then  he  can  use  from 
our  ranks  when  it  comes  to  the  study  group. 

It  should  be  emphasized  that  the  Governor’s  in- 
itiatives are  not  a cost  saving  move  nor  are  they 
meant  to  be.  They  are  meant  to  provide  more  care 
more  efficiently  with  fewer  people  going  into  nurs- 
ing homes  as  a first  choice. 

It  appears  to  me  to  be  a good  anticipatory  plan 
with  reachable  goals.  I certainly  hope  so.  I’m  not 
getting  any  younger.  ■ 
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Editorials 


HIV  and  AIDS  Education  in 
South  Dakota 

Robert  E.  Van  Demark,  Sr.,  Editor 

In  a recent  memorandum  to  the  faculty,  Dr. 

Robert  C.  Talley,  Dean  of  the  University  of 
South  Dakota  Medical  School,  wisely  points  out  the 
principal  educators  on  HIV/AIDS  for  the  people  of 
South  Dakota  will  be  the  physicians.  This  problem 
crosses  all  specialty  boundaries,  and  the  faculty  spe- 
cialties have  received  the  December  18,  1987  Mor- 
bidity and  Mortality  weekly  report  summarizing  the 
current  knowledge  of  these  conditions.  Those  read- 
ers who  wish  an  additional  copy  of  this  report  can 
get  it  from  the  Medical  School. 

The  number  of  reported  AIDS  cases  in  the  United 
States  is  increasing  in  alarming  proportions,  partly 
due  to  the  increased  understanding  and  recognition 
of  the  problem  by  the  medical  profession.  The  dou- 
bling time  of  reported  cases  at  present  is  approxi- 
mately thirteen  and  a half  months. 

The  intact  skin  will  not  transmit  the  virus;  there 
have  been  three  cases  of  seroconversion  by  direct 
exposure  to  the  virus  on  broken  skin.  A Johns  Hop- 
kins resident  who  cut  his  finger  on  a small  glass 
tube  of  claimed  contaminated  blood,  made  legal 
history  with  a 34  million  dollar  suit  against  the  hos- 
pital. In  non-surgical  health  care  providers,  needle 
stick  injury  is  a great  hazard.  Precautions  include 
the  use  of  rubber  gloves,  extreme  care  in  the  use 
and  disposal  of  needles  and  potentially  contami- 
nated material,  and  protective  glasses  in  surgery. 

The  human  immunodeficiency  virus  (HIV)  is  a 
simple  virus  with  intracellular  latency  and  cellular 
transmission.  The  affected  cell  reproduces  6-2600 
copies  of  the  virus  which  become  attached  to  other 
cells.  The  cell  membranes  of  the  infected  cells  merge 
into  multinucleated  cells,  which  eventually  die,  tak- 
ing with  them  the  competency  of  the  immune  system 
and  resulting  in  the  Acquired  Immune  Deficiency 
Syndrome  (AIDS). 

The  virus  can  infect  the  cells  of  the  central  nerv- 
ous system  directly.  It  has  been  estimated  that  more 
than  half  of  AIDS  patients  have  neurological  pres- 
entations, many  appearing  functional  and  varying 
from  confusion  to  progressive  dementia. 

At  present,  the  incidence  of  reported  cases  is  low- 
est in  the  upper  Midwest  and  in  rural  areas.  This 
must  not  lull  us  into  a false  sense  of  security.  At 
the  Johns  Hopkins  Trauma  Center,  a study  of  trauma 
patients,  age  25-35  years,  surprisingly  showed  16% 


were  HIV  seropositive  with  the  HIV  Antibody  Test. 
With  increased  vigilence  of  the  physicians  of  this 
area,  the  incidence  of  reported  cases  will  increase. 

Of  the  federally  estimated  1.5  million  Americans 
with  undiagnosed  HIV  infection,  at  least  30%  to 
50%  are  expected  to  eventually  develop  typical 
AIDS.  This  is  everyone’s  problem.  How  can  you 
help?  ■ 
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□ uncomplicated  cystitis* 

□ pharyngitis* 


• New  hydrochloride  salt  form  of  cephalexin— 
requires  no  conversion  in  the  stomach  before 
absorption 

• Well-tolerated  therapy 

• May  be  taken  without  regard  to  meals 

For  other  indicated  infections,  250-mg  tablets  available 
forq.i.d.  dosage 


Priced  less  than  Keflex*^^") 


Keftab  is  contraindicated  in  patients  with  known  allergy  to  the 
cephalosporins  and  should  be  given  cautiously  to  penicillin- 
sensitive  patients. 

Penicillin'  is  the  drug  of  choice  in  the  treatment  and  prevention 
of  streptococcal  infections,  including  the  prophylaxis 
of  rheumatic  fever. 


*Due  to  susceptible  strains  of  Staphylococcus  aureus  and/or  /3-hemolytic  streptococci. 
’ Due  to  susceptible  strains  of  Escherichia  coli,  Proteus  mirabilis,  and  Klebsiella  sp. 

1 Due  to  susceptible  strains  of  group  A /3-hemolytic  streptococci. 


KEFTAB  " 

(cephalexin  hydrochloride  monohydrate) 

Summary:  Consult  the  package  literature  for 
prescribing  information. 

Indications  and  Usage: 

Respiratory  tract  infections  caused  by  susceptible 
strains  of  Streptococcus  pneumoniae  and  group  A 
/3-hemolytic  streptococci. 

Skin  and  skin  structure  infections  caused  by  sus- 
ceptible strains  of  Staphylococcus  aureus  and/or 
/3-hemolytic  streptococci. 

Bone  infections  caused  by  susceptible  strains  of 
S aureus  and/or  Proteus  mirabilis. 

Genitourinary  tract  infections,  including  acute  pros- 
tatitis, caused  by  susceptible  strains  of  Escherichia 
coli,  P mirabilis,  and  Klebsiella  sp 

Contraindication:  Known  allergy  to  cephalosporins. 

Warnings:  KEFTAB  SHOULD  BE  ADMINISTERED 
CAUTIOUSLY  TO  PENICILLIN-SENSITIVE  PA- 
TIENTS. PENICILLINS  AND  CEPHALOSPORINS 
SHOW  PARTIAL  CROSS-ALLERGENICITY.  POSSI- 
BLE REACTIONS  INCLUDE  ANAPHYLAXIS. 
Administer  cautiously  to  allergic  patients. 
Pseudomembranous  colitis  has  been  reported  with 
virtually  all  broad-spectrum  antibiotics.  It  must  be 
considered  in  differential  diagnosis  of  antibiotic- 
associated  diarrhea.  Colon  flora  is  altered  by  broad- 
spectrum  antibiotic  treatment,  possibly  resulting  in 
antibiotic-associated  colitis. 

Precautions: 

• Discontinue  Keftab  in  the  event  of  allergic  reac- 
tions to  it. 

• Prolonged  use  may  result  in  overgrowth  of  nonsus- 
ceptible  organisms. 

• Positive  direct  Coombs'  tests  have  been  reported 
during  treatment  with  cephalosporins. 

• Keftab  should  be  administered  cautiously  in  the 
presence  of  markedly  impaired  renal  function.  Al- 
though dosage  adjustments  in  moderate  to  severe 
renal  impairment  are  usually  not  required,  careful 
clinical  observation  and  laboratory  studies  should 
be  made. 

• Broad-spectrum  antibiotics  should  be  prescribed 
with  caution  in  individuals  with  a history  of  gas- 
trointestinal disease,  particularly  colitis. 

• Safety  and  effectiveness  have  not  been  determined 
in  pregnancy  and  lactation.  Cephalexin  is  excreted 
in  mother's  milk.  Exercise  caution  in  prescribing 
Keftab  for  these  patients. 

• Safety  and  effectiveness  in  children  have  not  been 
established. 

Adverse  Reactions: 

• Gastrointestinal,  including  diarrhea  and,  rarely,  nau- 
sea and  vomiting.  Transient  hepatitis  and  chole- 
static jaundice  have  been  reported  rarely. 

• Hypersensitivity  in  the  form  of  rash,  urticaria,  angio- 
edema,  and,  rarely,  erythema  multiforme,  Stevens- 
Johnson  syndrome,  or  toxic  epidermal  necrolysis. 

• Anaphylaxis  has  been  reported. 

• Other  reactions  have  included  genital/anal  pruri- 
tus, genital  moniliasis,  vaginitis/vaginal  discharge, 
dizziness,  fatigue,  headache,  eosmophilia,  neutro- 
penia, and  thrombocytopenia;  reversible  interstitial 
nephritis  has  been  reported  rarely. 

• Cephalosporins  have  been  implicated  in  trigger- 
ing seizures,  particularly  in  patients  with  renal 
impairment. 

• Abnormalities  in  laboratory  test  results  included 
slight  elevations  in  aspartate  aminotransferase 
(AST,  SGOT)  and  alanine  aminotransferase  (ALT, 
SGPT).  False-positive  reactions  for  glucose  in  the 
urine  may  occur  with  Benedict's  or  Fehling’s  solu- 
tion and  Climtest®  tablets  but  not  with  Tes-Tape-' 
(Glucose  Enzymatic  Test  Strip,  USP,  Lilly). 
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Seven  years  ago,  a group  of  physicians 
took  the  initiative  to  solve  their 
professional  liability  insurance  problems 
by  creating  Minnesota  Medical  Insurance 
Exchange. 

Today  physician  involvement  remains  the 
key  to  MM  IE’s  success  and  enables  the 
company  to  offer  its  3,000  policyholders: 

• reasonably  priced  coverage 

• exceptional  risk  management 

• a financially  secure  alternative 


When  purchasing  professional  liability 
insurance,  do  what  the  majority  of 
Minnesota  physicians  do: 


Choose  MMIE 

The  insurance  company  run 
by  physicians  for  physicians 

To  obtain  additional  information, 
caJI  or  write: 

Williams  Insurance  Agency 
704  West  Avenue  North 
PO.  Box  1507 
Sioux  Falls,  SD  57101 
Telephone  (605)  336-0940 
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Statistics  and  Testing:  An  Example  Using 
Coronary  Artery  Disease 

A review  of  the  concept  of  predictive  value. 

Bruce  M.  Romanic,  M.D.* 


ABSTRACT 

Efficient  use  of  testing  benefits  patient  and 
practitioner  by  more  assured  interpretation.  This 
requires  clear  definition  of  the  question  to  be 
answered  and  facts  to  be  used,  as  well  as  an 
appreciation  for  the  statistical  principles  in- 
volved. Problem  definition,  and  therefore  the  ap- 
propriate facts  to  be  used,  is  under  clinician  pur- 
view since  problem  variety  is  infinite.  The 

Part  of  our  responsibility  to  patients  as  pri- 
mary care  physicians  is  rational  diagnostic  test- 
ing. The  appropriate  choice  of  a diagnostic  test  ben- 
efits the  patient  by  avoiding  the  physical  and  financial 
trauma  of  minimally  useful  tests  and  also  benefit 
the  physician  by  creating  more  assured  interpreta- 
tion. The  purpose  of  this  paper  is  to  provide  a con- 
ceptual groundwork  for  the  practical  use  of  statistics 
by  borrowing  a narrow,  strictly  defined  example 
from  coronary  artery  disease. 

The  result  of  any  test  is  ultimately  interpreted  in 
the  light  of  that  test’s  accuracy.  The  accuracy  of  a 
test  is  usually  presented  in  terms  of  its  sensitivity 
and  specificity.  A key  question  is  thus:  What  do 
sensitivity  and  specificity  tell  about  the  test? 

Sensitivity  indicates  how  often  a test  will  be  pos- 
itive if  performed  on  a population  in  which  each 
person  is  known  to  have  the  condition  in  question, 
“true  positive.”  Likewise,  specificity  indicates  how 
often  a test  will  be  negative  if  performed  on  a pop- 
ulation in  which  each  person  is  known  not  to  have 
the  condition  in  question,  “true  negative.”  The  val- 
ues for  both  sensitivity  and  specificity  announce 
how  well  a test  performs  in  a known  population. 

Usually,  however,  the  clinician  wants  to  know 
the  probability  of  the  condition  in  question  in  an 
individual  patient  who  has  a positive  (or  negative) 
test  result.  This  cannot  be  answered  by  means  only 

* Family  practice  physician,  740  South  Hill  Street,  Salem,  SD. 


principles  of  sensitivity,  specificity,  and  predic- 
tive value  are,  however,  basic  to  every  testing 
situation.  Using  a strictly  defined  example,  one 
can  observe  these  principles  in  action.  The  spe- 
cific clinical  situation  here  is  not  finally  the  point, 
it  is  the  applicability  of  this  process  to  other, 
diverse  clinical  situations. 


of  sensitivity  or  specificity,  but  requires  a new  con- 
cept called  predictive  value. 

Positive  predictive  value  (PPV)  indicates  the 
probability  of  the  existence  of  the  condition  in  ques- 
tion in  an  unknown  population,  all  of  whom  have 
a positive  test  result.  Negative  predictive  value 
(NPV)  indicates  the  probability  of  the  absence  of 
the  condition  in  question  in  an  unknown  population, 
all  of  whom  have  a negative  test  result.  A major 
interpretational  assumption  made  at  this  point,  rightly 
or  wrongly,  is  that  the  “unknown”  population  is 
representative  of  the  clinician’s  patient.  This  serves 
as  a reminder  to  use  caution  when  applying  popu- 
lation information,  a continuous  statistic,  to  an  in- 
dividual, a discrete  statistic. 

The  three  pieces  of  information  needed  to  derive 
predictive  value  are  the  sensitivity  and  the  specific- 
ity of  the  test,  and  the  prevalence  of  the  condition 
in  question  in  the  studied  population.'  The  stunning 
effects  of  prevalence  are  illustrated  in  the  following 
example.  Two  populations  of  1000  people  each  are 
studied  for  the  presence  of  coronary  artery  disease 
using  a test  which  is  90%  sensitive  and  90%  specific 
for  this  condition.  Population  A has  a five  percent 
prevalence  of  coronary  artery  disease.  Therefore, 
for  any  individual  in  population  A.  the  positive  pre- 
dictive value  of  the  test  is  32%  and  the  negative 
predictive  value  is  99%.  Population  B has  a 50% 
prevalence  of  coronary  artery  disease.  Therefore, 
for  any  individual  in  population  B,  the  positive  pre- 
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dictive  value  of  the  test  is  90%  and  the  negative 
predictive  value  is  90%.  In  the  preceding  examples 
there  is  a three-fold  increase  in  the  positive  predic- 
tive value  of  the  test  between  population  A and  B. 
This  is  of  course,  an  application  of  Bayes’  theorem. 

A possible  application  of  the  above  is  to  deter- 
mine the  probability  of  coronary  artery  disease  in 
the  non-myocardial  infarction  patient  by  using  non- 
invasive  tests.  The  two  tests  used  here  for  illustra- 
tion, and  it  is  assumed  that  these  are  the  only  tests 
available,  will  be  the  standard  exercise-stress  EKG2 
(stress  test)  and  the  combination  exercise-stress  EKG 
and  thallium-201  imaging  with  concordant  results3 
(combination  stress/thallium  test).  The  sensitivity 
and  specificity  of  the  stress  test  are  68%  and  86%, 
respectively,4  and  of  the  combination  stress/thallium 
test  are  91%  and  98%,  respectively.3 

The  last  piece  of  information  required  is  that  of 
prevalence.  The  prevalence  of  coronary  artery  dis- 
ease in  an  asymptomatic  population  can  be  approx- 
imated by  the  six-year  follow-up  data  in  the  Fram- 
ingham study.5  The  prevalence  of  coronary  artery 
disease  in  a symptomatic  population  categorized  ac- 
cording to  age,  gender,  and  type  of  chest  pain  has 
been  tabulated  by  Diamond  and  Forrester.5 

Using  the  foregoing  information  and  the  table 
generating  positive  predictive  values  of  the  stress 
test  and  combination  stress/thallium  test  as  a func- 
tion of  the  prevalence  of  coronary  artery  disease,1 
a scheme  for  noninvasive  testing  of  the  non-my- 
ocardial  infarction  patient  can  be  developed. 


TABLE 

POSITIVE  PREDICTIVE  VALUE  AS  A FUNCTION 
OF  CORONARY  ARTERY  DISEASE  PREVALENCE 
FOR  THE  STANDARD  EXERCISE-STRESS  EKG 
(STRESS  TEST)  AND  THE  COMBINATION 
EXERCISE-STRESS  EKG  AND  THALLIUM-201 
IMAGING  WITH  CONCORDANT  RESULTS 
(COMBINATION  STRESS/THALLIUM  TEST) 


POSITIVE  PREDICTIVE  VALUE 


Prevalence 

Stress 

Test 

Combination  Stress/ 
Thallium  Test 

10% 

35% 

83% 

17% 

50% 

90% 

50% 

83% 

98% 

66% 

90% 

99% 

75% 

94% 

99% 

Let  us  make  the  assumption  that  the  physician 
requires  a positive  predictive  value  of  greater  than 
90%  before  he  is  comfortable  using  the  results  of 
the  noninvasive  test  for  coronary  artery  disease. 
Prevalence  data  can  help  determine  which  test,  if 
any,  should  be  performed.  As  a positive  predictive 
value  for  coronary  artery  disease  greater  than  90% 
cannot  be  obtained  with  a prevalence  of  coronary 


artery  disease  less  than  17%,  neither  test  would  be 
appropriate  under  these  strict  assumptions.  The  only 
appropriate  test  to  use  when  the  prevalence  of  cor- 
onary artery  disease  is  between  17%  and  66%  is  the 
combined  stress/thallium  test,  since  this  test  is  the 
only  one  in  which  a positive  predictive  value  of 
90%  will  be  exceeded.  When  the  prevalence  of  cor- 
onary artery  disease  is  greater  than  66%,  either  test 
will  exceed  the  required  positive  predictive  value. 
However,  if  the  prevalence  of  coronary  artery  dis- 
ease is  already  greater  than  90%  by  history  and 
physical  examination,  probably  neither  test  is  re- 
quired for  the  diagnosis  of  coronary  artery  disease. 

The  preceding  has  been  a narrow,  strictly  defined 
example  of  how  statistics  can  help  in  clinical  de- 
cision making.  The  concept,  however,  is  general 
enough  to  be  applied  to  almost  any  diagnostic  test 
if  required  accuracy  and  prevalence  data  are  avail- 
able. 
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SOUTH  DAKOTA 


Auxiliary  News 


Carmen  Chavier,  President,  South  Dakota  State  Medical 
Association  Auxiliary 


Faded  Memories  Become  Alive 

A short  and  a long  month  is  February.  Short 
because  of  its  length  (29  days  this  year)  but 
long  because  of  its  boredom.  February,  in  my  book, 
is  the  epitomy  of  depression  and  anxiety.  There  isn’t 
much  going  on  after  the  holidays  and  winter  lingers 
way  too  long.  And  then,  there  is  anxiety  about  spring 
being  around  the  comer,  so  it  seems. 

Fall  activities  are  by  now  just  a faded  memory. 
However,  some  of  those  memories  are  too  sweet  to 
let  go  and  shouldn’t  go  unmentioned. 

Last  October  I visited  the  Huron  District  of  the 
Medical  Auxiliary.  A warm  welcome  by  several  of 
the  enthusiastic  members  was  extended  to  me  and 
to  Marie  Hovland  (Dr.  James),  North  Central  Re- 
gion Director,  at  the  home  of  Rachel  Huet  (Dr. 
William),  State  Membership  Chairman.  It’s  great 
to  see  people  in  their  own  surroundings,  to  get  a 
feel  of  the  environment  they  work  in. 

This  District  showed  a profound  interest  in  the 
health  projects  the  Auxiliary  is  implementing  this 
year.  One  member,  referring  to  our  work  in  ado- 
lescence health,  put  it  this  way:  “for  the  first  time 
I feel  there  is  something  for  me.  Something  I can 
actually  participate  in  and  that  I'm  very  interested 
in.”  It’s  this  type  of  feedback  that  makes  this  job 
worthwhile.  By  the  way,  we  even  made  the  news 
in  the  Huron  Plainsman. 

Last  November,  I had  the  privilege  to  attend,  at 
the  invitation  of  the  AMA  and  at  the  arrangement 
of  the  national  Auxiliary  headquarters,  the  AMA 
Regional  AIDS  Workshop  held  at  the  Minnesota 


Marriott  City  Center  in  Minneapolis.  It  was  out- 
standing. 

I received  first  class  valuable  information  about 
the  disease  and  how  to  prevent  becoming  infected. 
The  purpose  of  the  workshop  was  to  train  or  to  better 
prepare  physicians  on  how  to  become  AIDS  speak- 
ers in  their  communities.  Those  physicians  attend- 
ing would  then  become  part  of  the  AMA  speakers 
bureau  on  the  disease. 

Because  the  AMA  Auxiliary  has  come  up  with 
guidelines  for  helping  auxiliaries  implement  AIDS 
education  programs  and  projects,  it  was  in  that  ca- 
pacity that  I,  and  other  state  presidents,  participated. 
I now  have  slides  and  information  about  the  disease 
available  for  anyone  that  wants  it  for  use  in  their 
communities.  Feel  free  to  call  or  drop  me  a line  if 
the  need  arises. 

As  I go  down  memory  lane  many  pleasant  things 
pop  up.  Things  such  as  people  and  their  interactions. 
The  greatest  satisfaction  is  derived  as  I merge  with 
people  and  listen,  interchange  thoughts  and  ideas 
or  just  chat  about  the  Auxiliary  or  other  trivial  mat- 
ters. 

There  is  a bastion  of  resources  and  minds  in  our 
medical  community  that  can  keep  memories  rolling, 
not  only  on  a dreary  February,  but  for  an  infinity. 
The  mere  thought  of  precious  human  interaction 
suddenly  makes  faded  memories  become  fully  alive 
and  more  so  if  spring  is  deeply  set  in  the  uncon- 
scious being.  Dreams  can  come  true  if  you  are  in 
the  right  state  of  mind.  ■ 
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South  Dakota 
Foundation  for 
medical  Core 


Expanded  Quality  of 
Care  Responsibilities 

South  Dakota  Foundation  for  Medical  Care,  as  the  Peer  Review 
Organization  for  South  Dakota,  is  to  review  the  medical  necessity, 
appropriateness,  and  quality  of  care  for  inpatient  hospitalized 
Medicare  patients.  With  the  enactment  of  the  Omnibus  Budget 
Reconciliation  Act  (OBRA),  peer  review  organizations  are  also 
required  to  conduct  review  for  all  complaints  received  from 
beneficiaries  about  the  quality  of  care  of  services  in  Medicare  skilled 
nursing  facilities,  home  health  agencies,  and  hospital  out-patient 
departments.  All  written  concerns  regarding  quality  of  care  will  be 
reviewed  utilizing  input  from  attending  physicians,  facilities,  and 
patients  in  completing  the  assessment  of  care  through  the  physician 
peer  review  process. 
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Professional  Liability  Briefs 


Commission  Report 

Today’s  physicians  do  not  absentmindedly  or 
casually  approach  the  subject  of  professional 
liability.  It  is  an  issue  that  confronts  physicians 
everyday.  The  phrase,  “what  will  the  future  bring?” 
has  taken  on  new  meaning.  The  SDSMA  Commis- 
sion on  Professional  Liability  has  struggled  with  this 
issue,  as  have  each  of  you,  and  would  therefore  like 
to  report  to  the  membership  on  current  activities  and 
findings. 

On  November  13,  several  SDSMA  officers  and 
staff  met  with  officials  of  St.  Paul  Fire  and  Marine 
Insurance  Company  in  St.  Paul.  The  meeting  was 
informative  and  in  some  respects  encouraging.  The 
outlook  for  significant  positive  change  in  the  profes- 
sional liability  climate  is  not  as  bright  as  it  could 
be,  however,  it  is  not  as  gloomy  as  one  might  ex- 
pect. There  were  several  encouraging  details  learned 
that  give  continued  cause  for  hope. 

One  is  that  the  St.  Paul  Company  will  not  have 
a premium  increase  for  the  first  half  of  1988.  Their 
recent  loss  experience  in  South  Dakota  was  more 
favorable  than  they  anticipated  and  therefore  no  in- 
crease at  this  time  was  warranted.  An  ancillary  com- 
ment is  that  South  Dakota  premium  rates  track  at 
approximately  forty  per  cent  (40%)  less  than  the 
national  average.  We  can  only  hope  that  trend  con- 
tinues. 

It  is  pleasing  to  note  that  St.  Paul  has  lifted  their 
January  1986  moratorium  on  writing  new  hospital 
business.  They  have  yet  to  lift  the  same  moratorium 
on  new  physician  business,  however  St.  Paul  ad- 
vised the  group  they  were  seriously  considering  lift- 
ing this  moritorium  as  well.  SDSMA  officials 
strongly  encouraged  this  positive  step  towards  en- 
hancing availability  for  physicians.  This  change  of 
heart  by  St.  Paul  may  also  be  influenced  by  some 
changes  in  the  marketplace.  Both  Minnesota  Med- 
ical Insurance  Exchange  (MMIE)  and  CNA  have 
shown  an  increased  interest  in  South  Dakota.  MMIE 
has  enlisted  the  aid  of  a well  known  independent 
South  Dakota  insurance  agency  to  help  market  their 
product.  All  of  this  SHOULD  have  a positive  affect 
on  the  market. 

Several  other  discussion  items  are  worthy  of  men- 
tion. In  response  to  questions  St.  Paul  officials  made 
some  interesting  comments.  One  is  that  they  do  not 
experience  rate  physicians.  That  means  that  claims 
filed  against  an  individual  physician  do  not  ad- 
versely affect  that  physicians  liability  premium. 
There  are  probably  physicians  who  would  question 
this,  however  that  is  St.  Paul’s  position. 


St.  Paul  officials  indicated  it  is  very  difficult  to 
measure  the  impact  of  various  tort  reform  efforts 
on  the  cost  of  professional  liability  insurance.  Pure 
premium  costs  are  determined  by  taking  the  fre- 
quency (number  of  claims  per  100  physicians)  times 
the  severity  (average  dollar  amount  per  claim).  The 
nationwide  trend  in  both  categories  has  continually 
increased.  It  has  continued  upward  in  South  Dakota 
as  well,  following  approximately  the  same  trend 
curve  but  at  a 40%  lower  rate.  This  trend  continues 
despite  the  massive  tort  reform  efforts  since  the  mid- 
seventies in  South  Dakota  and  nationwide.  The  St. 
Paul  companies  have  no  legislative  agenda  or  tort 
reform  recommendations.  When  reviewing  the  data 
presented  by  St.  Paul  it  certainly  makes  one  wonder 
if  the  answer  lies  elsewhere. 

The  Commission  on  Professional  Liability  has 
wrestled  with  this  same  problem.  What  have  our 
legislative  efforts  accomplished  in  recent  years?  The 
million  dollar  cap  on  malpractice  awards  was  felt 
to  be  a major  achievement,  but  the  upward  rate  trend 
continues.  Insurance  companies  feel  that  an  untested 
cap  on  damages  is  not  as  meaningful  as  one  that 
has  withstood  a court  challenge.  The  Association 
may  very  well  have  to  pursue  legal  avenues  to  test 
the  constitutionality  of  the  law.  We  must  also  re- 
member that  legislative  change  today  does  not  mean 
positive  response  tomorrow.  Insurance  costs  are  de- 
termined based  on  longer  periods  of  time,  and  as 
indicated,  over  time  the  trend  has  been  upward. 

The  Commission  continues  to  look  for  alternative 
solutions  to  the  problems  facing  South  Dakota  phy- 
sicians. More  direct  and  ongoing  unilateral  com- 
munications with  the  Division  of  Insurance  should 
prove  helpful.  Reviewing  specific  areas  that  affect 
or  are  affected  by  the  specter  of  professional  liability 
are  time  consuming,  yet  workable  solutions  are  often 
times  evasive.  Can  you  limit  physician  liability  when 
a generic  substitution  is  permitted  yet  the  prescrip- 
tion is  filled  with  a therapeutically  inferior  generic? 
Are  pension  plans  vulnerable  to  malpractice  awards? 
Is  there  a place  for  the  concept  of  “adverse  out- 
come” policies?  Is  a physician  mutual  insurance 
company  possible  in  a state  with  1000  physicians? 
All  good  questions  with  an  answer  out  there  some- 
where. 

To  conclude  this  report,  the  Commission  on 
Professional  Liability  would  offer  this  observation 
and  recommendation.  State  and  Federal  bureaucra- 
cies continue  to  find  new  and  inovative  ways  to 
interfere  in  the  business  and  practice  of  medicine 
with  little  regard  for  the  physician  patient  relation- 
ship. The  people  elected  to  our  state  and  national 
(Continued  next  page ) 
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legislature,  who  dictate  policy,  must  not  only  be 
informed  about  organized  medicine’s  position  but 
we  must  do  all  we  can  to  elect  those  who  believe 
in  and  support  our  position. 

To  that  end  the  Commission  strongly  encourages 
each  and  every  physician  and  their  spouse  to  make 
a financial  commitment  to  the  future  of  medicine. 
We  must  continue  to  support  those  legislators  and 
other  elected  officials  who  share  our  views  and  look 
for  “new  faces”  who  are  also  receptive.  This  is 
where  the  physician,  spouse  or  family  member  can 
play  a major  role  as  an  individual  by  becoming  a 
candidate  for  the  legislature.  That  is  truly  a time 
when  the  voice  of  medicine  can  be  heard.  Make  a 
commitment.  The  commitment  to  be  a candidate  is 
obviously  not  one  for  all  of  us,  but  all  of  us  can 
support  those  who  make  the  choice.  As  the  saying 
goes,  together  we  can  make  a difference.  ■ 

Commission  on  Professional  Liability 

Jerry  Walton,  MD,  Chairman 

Frank  Alvine,  MD 

Ken  Bartholomew,  MD 

Richard  Wake,  MD 

Mitchel  Rydberg,  MD 

John  Stemquist,  MD 

K.  Gene  Koob,  MD 

Jack  Robbins,  MD 

Kathy  Barrett 


South  Dakota  Society  Of 
Pathologists 

Officers  for  1987-88 

Tom  C.  Johnson,  M.D.,  President 
John  Barlow,  M.D.,  Vice  Piesident 
Jerry  L.  Simmons,  M.D.,  Secretary-Treasurer 


The  PHYSICIAN 
REHABILITATION 
PROGRAM  of  the  South 
Dakota  State  Medical 
Association 

1323  S.  Minnesota  Ave. 

Sioux  Falls,  SD  57105 
(605)  336-1965 

Designed  to  help  physicians  addicted 
to  alcohol  and/or  other  drugs  as  well 
as  those  with  emotional  and 
psychiatric  disorders. 

All  referrals  and  information  remains 
confidential. 
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This  Is  Your  Medical  Association 


Dr.  Jim  Ryan,  family  practice  physician  in  Sioux 
Falls  and  also  with  the  USD  School  of  Medicine; 
and  Robert  Talley,  M.D.,  who  is  dean  of  the  School 
of  Medicine,  have  both  been  appointed  by  Governor 
Mickelson  to  be  on  his  new  advisory  council.  The 
21 -member  Primary  Care  Advisory  Council  will  ad- 
vise the  governor,  the  Department  of  Health  and 
the  USD  School  of  Medicine  on  health  care  issues 
and  will  recommend  long-term  practical  solutions 
to  specific  problems. 

* * * * 

David  Witzke,  M.D.  and  Vaughn  Meyer,  M.D., 

both  plastic  and  reconstructive  surgeons  practicing 
in  Sioux  Falls,  have  been  elected  as  Fellows  of  the 
American  College  of  Surgeons. 

* * * * 

Drs.  Susan  Provow,  of  Vermillion  and  James  Col- 
lins, of  Mobridge,  have  been  recertified  as  diplo- 
mates  of  the  American  Board  of  Family  Practice. 


Muriel  M.  Reding,  of  Marion,  died  recently 
at  the  age  of  75.  Muriel  Maxine  Melcher  was 
bom  August  13,  1912,  in  Platte.  She  attended 
Platte  High  School  and  the  University  of  South 
Dakota. 

She  married  Arthur  Reding,  M.D.,  June  16, 
1937,  in  Platte.  They  lived  in  Marion  for  50  years 
and  observed  their  50th  wedding  anniversary  this 
past  June.  They  received  special  greetings  from 
Pope  John  Paul  II  and  the  Bishop  of  the  Diocese 
of  Sioux  Falls,  and  Governor  Mickelson,  by  spe- 
cial proclamation,  declared  July  10,  1987,  as  Dr. 
A.  P.  and  Muriel  Reding  Day. 

She  was  very  active  in  the  South  Dakota  State 
Medical  Association  Auxiliary  for  the  past  50 
years,  serving  as  president  from  1950-1951.  In 
1978,  she  received  the  Woman  Beside  the  Man 
in  Medicine  award.  In  1985,  she  compiled  a book 
entitled  Profile  of  the  Past,  a 75-year  history  of 
the  SDSMA  Auxiliary.  She  was  also  very  active 
in  community,  church  and  school  activities,  serv- 
ing on  many  various  committees. 

Survivors  include  her  husband;  two  sons: 
Thomas,  Sioux  Falls;  and  Richard,  West  Des 
Moines,  Iowa;  a daughter:  Mrs.  Ronald  (Diane) 
Tokheim,  Sioux  Falls;  four  grandchildren;  and  a 
sister:  Mrs.  Robert  (Marvel)  Davis,  Emmets- 
burg,  Iowa. 


Thomas  Looby,  M.D.,  an  obstetrician  and  gyne- 
cologist in  Sioux  Falls,  has  been  admitted  to  fel- 
lowship in  the  American  Society  for  Colposcopy 
and  Cervical  Pathology. 

H* 

Loyd  Wagner,  M.D.,  of  Sioux  Falls,  has  been 
elected  to  a two  year  term  as  vice  president  of  the 
College  of  American  Pathologists  (CAP)  at  the  re- 
cent fall  meeting  of  the  CAP  and  the  American 
Society  of  Clinical  Pathologists,  held  in  New  Or- 
leans. 

Dr.  Wagner,  currently  Director  of  Laboratories 
at  McKennan  Hospital  and  Assistant  Professor  of 
Clinical  Pathology  at  the  USD  School  of  Medicine, 
has  served  the  CAP  as  secretary-treasurer;  member 
of  the  Board  of  Governors;  vice  speaker  and  ser- 
geant-at-arms  in  the  CAP  House  of  Delegates;  as 
well  as  being  a member  and/or  chairman  of  nu- 
merous CAP  councils,  committees  and  commis- 
sions. 

* * * * 

Bruce  Lushbough,  M.D.,  of  Brookings,  has  been 
recently  appointed  to  the  American  Medical  Asso- 
ciation Family  Practice  Residency  Review  Com- 
mittee. This  is  a two  year  appointment  and  became 
effective  in  January  1988. 

* * * * 

Rapid  City  obstetrician/gynecologist,  Raymond  G. 
Burnett,  M.D.,  has  written  a book,  entitled  “Men- 
opause: All  Your  Questions  Answered.”  This  book 
includes  up-to-date  information  on  menopause  and 
the  latest  news  on  hormone  replacement  therapy. 


YOUR  CONTRIBUTION 
IS  NEEDED  TO  THE 
SOUTH  DAKOTA 
MEDICAL  SCHOOL 
ENDOWMENT  FUND 
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General/Fomily 

Practitioner 

PROGRESSIVE  COMMUNITY  in  Northeast 
South  Dakota  has  a position  open  for  a gen- 
eral practitioner  or  family  practitioner  for 
full  time  solo  practice.  Guaranteed  income 
plus  generous  benefits  including  paid  mal- 
practice. Satellite  clinic  to  multihospital  sys- 
tem. No  night  or  weekend  call.  Send  CV  to: 

Mr.  Kim  Erb,  Administrative  Director 
Clinical  Services 
1400-1 5th  Avenue,  NW 
Aberdeen,  SD  57401 
Phone:  (605)  622-3489 


EMERGENCY  PHYSICIANS 

South  Dakota:  Expanding  physician- 
owned  emergency  group  has  opening 
for  full-time  career-oriented  emergen- 
cy physicians  in  South  Dakota.  Excel- 
lent benefits  including  malpractice,  dis- 
ability, health  insurance,  profit  shar- 
ing, etc.  Flexible  work  schedules,  ex- 
cellent working  and  living  conditions. 

Contact:  Donald  Kougl,  M.D. 

(307)  632-1436 

or  send  CV  to:  EMP,  P.C 

P.O.  Box  805 
Cheyenne,  WY 
82003-0805 


OUTSTANDING  INCOME 
GUARANTEE 

LOOKING  FOR  TWO  FAMILY  PRACTICE  PHY- 
SICIANS TO  JOIN  OUR  GROUP  OF  SIX  FAM- 
ILY PRACTICE  PHYSICIANS  IN  A RAPIDLY 
GROWING,  AGGRESSIVE  PRACTICE.  NEW 
CLINIC.  COLLEGE  TOWN.  EXCEPTIONAL 
SUPPORT  STAFF. 


CONTACT: 

HARVEY  J.  HART,  MD 
DENNIS  C.  DECKER,  ADMINISTRATOR 


Center 


1440  15th  Ave  N W • Aberdeen,  SD  57401 
Phone  (605)  226-3536 


Physicians  Needed 

General  Surgeon,  Family  Practitioner  and 
Internist  to  join  eight  doctor  clinic  in  Cloquet, 
MN,  a community  of  1 2,000  (30,000  service 
area),  located  20  minutes  from  Duluth-Su- 
perior. Clinic  facility  is  located  one  block 
from  modern,  well  equipped  77-bed  hospi- 
tal. Cloquet  enjoys  a stable  economy  (forest 
products).  Additionally,  our  community  is 
noted  for  its  excellent  school  system.  First 
year  salary  guarantee,  paid  malpractice, 
health  and  disability  insurance,  vacation  and 
study  time. 

Contact:  John  Turonie,  Administrator 
Raiter  Clinic,  LTD 
417  Skyline  Boulevard 
Cloquet,  MN  55720 
Phone:  (218)  879-1271 
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■New  SDSAIA  Members 


MEMBERS 

William  Bormes,  M.D. 

310  Eighth  Ave.,  N.W. 
Aberdeen,  SD 

TS 

Rock  Boyd,  M.D. 

406  N.  Ellsworth 
Gettysburg,  SD 

GP 

Marshall  Brewer,  M.D. 

Medical  X-ray  Center 
1417  S.  Minnesota  Ave. 
Sioux  Falls,  SD 

R 

Joseph  M.  Cash,  M.D. 

PHS  Hospital 

3200  Canyon  Lake  Dr. 

Rapid  City,  SD 

I 

Michael  Davies,  M.D. 

P.O.  Box  341 
Fort  Meade,  SD 

I 

Rose  Faithe,  M.D. 

1320  S.  Minnesota  Ave. 
Sioux  Falls,  SD 

FP 

Michael  Fiegen,  M.D. 

1201  S.  Euclid  Ave. 
Sioux  Falls,  SD 

OB/Gyn 

Daniel  Franz,  M.D. 

3810  Jackson  Blvd. 
Rapid  City,  SD 

FP 

Thomas  Johnson,  M.D. 

620  Third  Ave.,  S.E. 
Aberdeen,  SD  57401 

FP 

T.  B.  McManus,  M.D. 

VAMC 

2501  W.  22nd  St. 

Sioux  Falls,  SD 

P 

Karla  Murphy,  M.D. 

Dakota  Midland  Hospital 
1400  Fifteenth  Ave.,  N.W. 
Aberdeen,  SD 

Path 

Mark  Neustrom,  D.O. 

VAMC  — 1 1 1 
2501  W.  22nd  St. 

Sioux  Falls,  SD 

Jeffrey  Peterson,  M.D. 

P.O.  Box  520 
Mobridge,  SD 

FP 

Richard  Reed,  M.D.  One 

1 206  S.  Euclid  Ave. 

Sioux  Falls,  SD 


Karen  J.  Reinertsen,  M.D.  CP 

Dept,  of  Psy. 

McKennan  Hospital 
800  E.  21st  St. 

Sioux  Falls,  SD 

William  F.  Sorrels,  D.O.  Ped 

2200  N.  Kimball,  Suite  400 
Mitchell,  SD 

Richard  Stewart,  M.D.  1 

P.O.  Box  323 
Fort  Meade,  SD 

Daniel  M.  Tackett,  M.D.  R/Onc 

2880  Fifth  St. 

Rapid  City,  SD 

Roger  Werth,  M.D.  GS 

201  S.  Lloyd,  #130 
Aberdeen,  SD 

Kevin  Whittle,  MD  I 

4108  Chestnut  Circle 
Sioux  Falls,  SD 

Timothy  Zoellner,  M.D.  OrS 

1440  Fifteenth  Ave.,  N.W. 

Aberdeen,  SD 


ASSOCIATE  MEMBERS 

James  Labesky  Student 

115  Elm  St. 

Vermillion,  SD 

K.  Alan  Mills,  M.D.  Resident 

1212  S.  Euclid  Ave. 

Sioux  Falls,  SD 

Lisa  Staber  Student 

622  N.  Dakota 

Vermillion,  SD  ■ 


FEBRUARY  1 988 


31 


Future  Meetings 


March 


Sixth  Annual  Critical  Care  Update:  An  Interdisciplinary 
Approach  to  Managing  the  Critically  111  Patient,  Holiday 
Inn  Twn.  Sq.,  St.  Paul.  MN,  Mar.  2-4.  Fee:  $285.  18  hrs. 
AAFP  & AMA  Category  I credit.  Contact:  Ruth  McIntyre, 
St.  Paul  Ramsey  Med.  Ctr.,  CME  Off.,  640  Jackson  St., 
St.  Paul,  MN  55101.  Phone:  (612)  221-3992. 


Tenth  Anniversary  Winter  Psychiatry  Conference:  Treat- 
ment Issues:  New  Challenges,  New  Directions,  Yarrow 
Hotel,  Park  City,  UT,  Mar.  13-18.  Fee:  365.  28  Hrs.  AMA 
Category  I credit.  Contact:  Div.  of  Cont.  Ed.,  The  Menninger 
Foundation,  Box  829,  Topeka,  KS  66601. 

Eleventh  Annual  Workshop  in  Surgical  Techniques  in  Cleft 
Lip  and  Palate,  Snowmass  Club,  Snowmass,  CO,  Mar.  13- 
19.  Fee:  $650.  27.5  hrs.  AMA  Category  I credit.  Contact: 
Dr.  Janusz  Bardack,  Univ.  of  Iowa  Hosp.  & Clinics,  Iowa 
City,  IA  52242.  Phone:  (319)  356-2168. 


Family  Practice  Today,  Holiday  Inn  East,  St.  Paul,  MN,  Mar. 
17-18.  Fee:  $200.  14  hrs.  AAFP  & AMA  Category  I credit. 
Contact:  Kathleen  Fritz,  Registrar,  CME,  Ramsey  Found., 
640  Jackson  St.,  St.  Paul,  MN  55101.  Phone:  (612)  22 1 - 
3992. 


Cost  Effective  Approaches  to  Common  GI  Problems,  St 

Paul-Ramsey  Med.  Ctr. , St.  Paul,  MN,  Mar.  25.  7 hrs.  AMA 
Category  I credit.  Contact:  Ruth  McIntyre,  CME  Off.,  St. 
Paul-Ramsey  Med.  Ctr.,  640  Jackson  St.,  St.  Paul,  MN 
55101.  Phone:  (612)  221-3992. 


April 


Annual  Obstetrics  and  Gynecology  Update,  St.  Paul-Ramsey 
Med.  Ctr.,  St.  Paul,  MN,  Apr.  7-8.  14  hrs.  AMA  Category 
I credit.  Contact:  Ruth  McIntyre,  Dir.  CME,  St.  Paul-Ram- 
sey Med.  Ctr..  640  Jackson  St.,  St.  Paul.  MN  55101.  Phone: 
(612)  221-3992. 


46th  Annual  Course  in  Allergy  and  Clinical  Immunology, 

Mayo  Aud. , U.  of  Minn. , Minneapolis,  MN,  Apr.  7-8.  AMA 
Category  I avail.  Contact:  CME,  U.  of  Minn.,  Box  202 
UMHC,  420  Delaware  St.,  SE,  Minneapolis,  MN  55455. 
Phone: (612)  626-5525. 


Annual  Ophthalmology  Course:  Medical  Retinal  Update, 

Holiday  Inn  Downtown,  Minneapolis,  MN,  Apr.  1 1-12.  AMA 
Category  I credit  avail.  Contact:  CME,  U.  of  Minn.,  Box 
202  UMHC,  420  Delaware  St.,  SE,  Minneapolis,  MN  55455. 
Phone: (612)  626-5525. 

Fourth  Annual  Family  Medicine  Review,  Hyatt  Regency  Ho- 
tel, Austin,  TX,  Apr.  13-17.  Fee:  $350.  40  hrs.  AMA  Cat- 
egory I credit.  Contact:  Dept,  of  CME,  Scott  & White,  2401 
S.  31st  St.,  Temple,  TX  76508.  Phone:  (817)  774-2350. 


Reproductive  Ethics,  Radisson  Univ.  Hotel,  Minneapolis,  MN, 
Apr.  15.  AMA  Category  I credit  avail.  Contact:  CME,  Univ. 
of  Minn.,  Box  202  UMHC,  420  Delaware  St.,  SE,  Min- 
neapolis, MN  55455.  Phone:  (612)  626-5525. 

Symposium  on  Infectious  Disease,  St.  Joseph  Hosp.,  Omaha, 
NE,  Apr.  15.  Contact:  Creighton  U.  School  of  Med.,  Omaha, 
NE  68178.  Phone:  800-228-7212,  ext.  2550. 


Colorectal  Diseases,  Holiday  Inn  Downtown,  Minneapolis, 
Apr.  22-23.  AMA  Category  I credit  avail.  Contact:  CME, 
Univ.  of  Minn.,  Box  202  UMHC,  420  Delaware  St.,  SE, 
Minneapolis,  MN  55455.  Phone:  (612)  626-5525. 


May 


Emergency  Management  of  Poisonings,  St.  Paul-Ramsey  Med. 
Ctr.,  St.  Paul,  MN,  Apr.  28-29.  Contact:  Ruth  Mylntyre, 
Dir.,  CME  Off.,  St.  Paul,  MN  55101.  Phone:  (612)  221- 
3992. 


Family  Practice  Review:  Update  ’88,  Radisson  South  Hotel, 
Minneapolis,  MN,  May  2-6.  AMA  Category  I credit  avail. 
Contact:  CME,  U.  of  Minn.,  Box  202  UMHC,  420  Delaware 
St.,  SE,  Minneapolis,  MN  55455.  Phone:  (612)  626-5525. 


The  National  Conference  on  Health  Care  Leadership  and 
Management,  Sheraton  Harbor  Island,  San  Diego,  CA,  May 
5-7.  16  hrs.  CME  credit.  Contact:  Sherry  Mason,  AAMD, 
4830  W.  Kennedy  Blvd.,  #648,  Tampa,  FL  33609-2517. 
Phone:  (813)  287-2000. 


Laser  Surgery  in  Dermatology,  3-110  Moos  Tower,  U.  of 
Minn.,  Minneapolis,  MN,  May  14-15.  AMA  Category  I 
credit  avail.  Contact:  CME,  U.  of  Minn.,  Box  202  UMHC, 
420  Delaware  St.,  SE,  Minneapolis,  MN  55455.  Phone: 
(612)  626-5525. 


Rural  Health  — for  the  good  of  the  country,  Washington, 
DC.  May  19-22.  Contact:  National  Rural  Health  Assoc.,  301 
E.  Armour  Blvd.,  #420,  Kansas  City,  MO  64111. 


Family  Medicine  Update,  The  Lodge,  Okoboji,  IA,  May  27- 
29.  Fee:  TBA.  Credit  hrs.  TBA.  Contact:  Maureen  Mc- 
Ginley,  CME,  Creighton  Univ.  School  of  Med.,  Omaha, 
NE  68178.  Phone:  (800)  228-7212,  ext.  2550. 

Seminar  on  Medicolegal  Issues,  cruise  & study  tour  of  Hong 
Kong,  China  & Japan,  May  13-June  3.  28  hrs.  AAFP  & 
AMA  Category  I credit.  Contact:  International  Conf. , Ste. 
C,  189  Lodge  Ave..  Huntington  Station,  NY  11746.  Phone: 
(800)  521-0076.  " ■ 
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See  the  improvement  in  the  first  week' 


• Sleep  improvement  in  74%  of  patients 
after  first  h.s.  dose2 

• Significantly  faster  relief-62%  of 
total  four-week  improvement 
evident  in  first  week  versus  44% 
with  amitriptyline  alone1 

• Dramatic  first-week  reduction 
in  somatic  complaints2 


% Reduction  in  Somatic  Symptoms2 


i Vomiting 

n 

Nausea 

Headache 

Anorexia 

Constipation  | 

• Only  Vz  the  dropout  rate  due  to  side 
effects  of  amitriptyline  alone,  although 
the  incidence  of  side  effects  is  similar1 

Caution  patients  about  the  combined  effects  of  Limbitrol  with  alcohol  or 
other  CNS  depressants  and  about  activities  requiring  complete  mental 
alertness,  such  as  operating  machinery  or  driving  a car.  In  general,  limit 
dosage  to  the  lowest  effective  amount  in  elderly  patients. 


Copyright  £1987  by  Roche  Products  Inc.  All  rights  reserved. 


Protect  your  decision. 
Write  "Do  not  substitute!' 


In  moderate  depression 
and  anxiety 


Limbitrol" 

Each  tablet  contains  5 mg  chlordiazepoxide  and  /fT7 
12.5  mg  amitnptyline  (as  the  hydrocnloride  salt) 


Limbitrol’ DS 


Each  tablet  contains  10  mg  chlordiazepoxide  and 
25  mg  amitnptyline  (as  the  hydrochloride  salt) 
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Limbitrol  (g 

Tranquilizer-Antidepressant 

Before  prescribing,  please  consult  complete  product  information,  a summary  of  which  follows: 
Indications:  Relief  of  moderate  to  severe  depression  associated  with  moderate  to  severe  anxiety 
Contraindications:  Known  hypersensitivity  to  benzodiazepines  or  tricyclic  antidepressants  Do  not  use 
with  monoamine  oxidase  (MAO)  inhibitors  or  within  14  days  following  discontinuation  of  MAO  inhibitors 
since  hyperpyretic  crises,  severe  convulsions  and  deaths  have  occurred  with  concomitant  use,  then 
initiate  cautiously,  gradually  increasing  dosage  until  optimal  response  is  achieved  Contraindicated 
during  acute  recovery  phase  following  myocardial  infarction 

Warnings:  Use  with  great  care  in  patients  with  history  of  urinary  retention  or  angle-closure  glaucoma 
Severe  constipation  may  occur  in  patients  taking  tricyclic  antidepressants  and  anticholinergic -type 
drugs  Closely  supervise  cardiovascular  patients.  (Arrhythmias,  sinus  tachycardia  and  prolongation  of 
conduction  time  reported  with  use  of  tricyclic  antidepressants,  especially  high  doses.  Myocardial 
infarction  and  stroke  reported  with  use  of  this  class  ot  drugs  ) Caution  patients  about  possible  combined 
effects  with  alcohol  and  other  CNS  depressants  and  against  hazardous  occupations  requiring  complete 
mental  alertness  (e  g , operating  machinery,  driving) 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  the  first  trimester  should  almost 
always  be  avoided  because  of  increased  risk  of  congenital  malformations  as  suggested 
in  several  studies.  Consider  possibility  of  pregnancy  when  instituting  therapy:  advise 
patients  to  discuss  therapy  if  they  intend  to  or  do  become  pregnant 
Since  physical  and  psychological  dependence  to  chlordiazepoxide  have  been  reported  rarely,  use 
caution  in  administering  Limbitrol  to  addiction-prone  individuals  or  those  who  might  increase  dosage, 
withdrawal  symptoms  following  discontinuation  of  either  component  alone  have  been  reported 
(nausea,  headache  and  malaise  for  amitriptyline,  symptoms  [including  convulsions]  similar  to  those 
of  barbiturate  withdrawal  for  chlordiazepoxide) 

Preccutions:  Use  with  caution  in  patients  with  a history  of  seizures,  in  hyperthyroid  patients  or  those 
on  thyroid  medication,  and  in  patients  with  impaired  renal  or  hepatic  function  Because  of  the  possibility 
ot  suicide  in  depressed  patients,  do  not  permit  easy  access  to  large  quantities  in  these  patients  Periodic 
liver  function  tests  and  blood  counts  are  recommended  during  prolonged  treatment  Amitriptyline 
component  may  block  action  ot  guanethidine  or  similar  antihypertensives  When  tricyclic  antidepres- 
sants are  used  concomitantly  with  cimetidine  (Tagamet),  clinically  significant  effects  have  been  reported 
involving  delayed  elimination  and  increasing  steady  state  concentrations  ot  the  tricyclic  drugs 
Concomitant  use  ot  Limbitrol  with  other  psychotropic  drugs  has  not  been  evaluated,  sedative  effects 
may  be  additive.  Discontinue  several  days  before  surgery.  Limit  concomitant  administration  ot  ECT  to 
essential  treatment  See  Warnings  tor  precautions  about  pregnancy.  Limbitrol  should  not  be  taken 
during  the  nursing  period  Not  recommended  in  children  under  1 2 In  the  elderly  and  debilitated,  limit  to 
smallest  effective  dosage  to  preclude  ataxia,  oversedation,  confusion  or  anticholinergic  effects 
Adverse  Reactions:  Most  frequently  reported  are  those  associated  with  either  component  alone 
drowsiness,  dry  mouth,  constipation,  blurred  vision,  dizziness  and  bloating  Less  frequently  occurring 


reactions  include  vivid  dreams,  impotence,  tremor,  confusion  and  nasal  congestion  Many  depressive 
symptoms  including  anorexia,  fatigue,  weakness,  restlessness  and  lethargy  have  been  reported  as 
side  effects  of  both  Limbitrol  and  amitriptyline  Granulocytopenia,  jaundice  and  hepatic  dysfunction 
have  been  observed  rarely 

The  following  list  includes  adverse  reactions  not  reported  with  Limbitrol  but  requiring  consideration 
because  they  have  been  reported  with  one  or  both  components  or  closely  related  drugs: 

Cardiovascular:  Hypotension,  hypertension,  tachycardia,  palpitations,  myocardial  infarction, 
arrhythmias,  heart  block,  stroke 

Psychiatric:  Euphoria,  apprehension,  poor  concentration,  delusions,  hallucinations,  hypomama  and 
increased  or  decreased  libido 

Neurologic  Incoordination,  ataxia,  numbness,  tingling  and  paresthesias  ot  the  extremities,  extra- 
pyramidal  symptoms,  syncope,  changes  in  EEG  patterns 

Anticholinergic  Disturbance  ot  accommodation,  paralytic  ileus,  urinary  retention,  dilatation  ot  urinary 
tract 

Allergic  Skin  rash,  urticaria,  photosensitization,  edema  of  face  and  tongue,  pruritus 
Hematologic:  Bone  marrow  depression  including  agranulocytosis,  eosinophilia,  purpura,  thrombocy- 
topenia 

Gastrointestinal  Nausea,  epigastric  distress,  vomiting,  anorexia,  stomatitis,  peculiar  taste,  diarrhea, 
black  tongue 

Endocrine  Testicular  swelling  and  gynecomastia  in  the  male,  breast  enlargement,  galactorrhea  and 
minor  menstrual  irregularities  in  the  female,  elevation  and  lowering  ot  blood  sugar  levels,  and  syndrome 
of  inappropriate  ADH  (antidiuretic  hormone)  secretion 

Other  Headache,  weight  gain  or  loss,  increased  perspiration  urinary  Irequency,  mydriasis,  jaundice, 
alopecia,  parotid  swelling 

Overdosage:  Immediately  hospitalize  patient  suspected  ot  having  taken  an  overdose  Treatment  is 
symptomatic  and  supportive  I V administration  ot  1 to  3 mg  physostigmine  salicylate  has  been 
reported  to  reverse  the  symptoms  of  amitriptyline  poisoning  See  complete  product  information  tor 
manifestation  and  treatment 

Dosage:  Individualize  according  to  symptom  severity  and  patient  response  Reduce  to  smallest  effective 
dosage  when  satisfactory  response  is  obtained  Larger  portion  ot  daily  dose  moy  be  taken  at  bedtime 
Single  h s dose  moy  suffice  tor  some  patients  Lower  dosages  are  recommended  tor  the  elderly 
Limbitrol  DS  (double  strength)  Tablets,  initial  dosage  ot  three  or  four  tablets  daily  in  divided  doses, 
increased  up  to  six  tablets  or  decreased  to  two  tablets  daily  as  required  Limbitrol  Tablets,  initial  dosage 
ot  three  or  four  tablets  daily  in  divided  doses,  for  patients  who  do  not  tolerate  higher  doses 
How  Supplied:  Double  strength  (DS)  Tablets  white,  film-coated,  each  containing  10  mg  chlordiaze 
poxide  and  25  mg  amitriptyline  (as  the  hydrochloride  salt),  and  Tablets,  blue.  film-coated,  each 
containing  5 mg  chlordiazepoxide  and  1 2 5 mg  amitriptyline  (as  the  hydrochloride  soil)  Available  in 
bottles  ot  100  and  500,  Tel-E  Dose"  packages  ot  100,  Prescription  Paks  ot  50 
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e both  smiling  again! 


See  the  improvement 
in  the  first  week1 

In  depressed  and  anxious 
patients,  you  can  see  the  dif- 
ference sooner— 62%  of  total 
four-week  improvement  A 

achieved  in  the  first  week  with  ■ 
Limbitrol  versus  44%  with  ami-  f 
triptyline.1 


In  moderate 
depression 
and  anxiety 


Each  tablet  contains  5 mg  chlordiazei 
12.5  mg  amitriptyline  (as  the  hydrocr 


tablet  contains  10  mg  chlordiazepoxide  and 
!g  amitriptyline  (as  the  hydrochloride  salt) 


Please  see  summary  of  product  information  on  adjacent  page 
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STRETCHING  THE 
HEALTH  CARE  DOLLAR 

Health  care  coverage  is  meant  to  be  used,  but  not 
abused.  When  some  people  use  their  coverage  un- 
wisely or  unnecessarily,  it  costs  all  of  us  plenty  in 
terms  of  higher  health  care  costs. 

It’s  a concern  of  South  Dakota  physicians  as  well 
as  Blue  Shield.  By  urging  South  Dakotans  to  use 
their  health  care  services  prudently,  we  can  help 
control  health  care  utilization. 

Working  together,  we  can  stem  the  rising  costs 
and  get  the  most  for  our  health  care  dollars. 


SOUTH  DAKOTA  BLUE  SHIELD 

1601  W.  Madison 
Sioux  Falls,  South  Dakota 


* Registered  Trademark  ot  the  Blue  Cross  and  Blue  Shield  Association 


Expect  your 

NEXT  PATIENT  ON 
INDERAE  LATO... 


(PROPRANOLOL  HCI) 

LONG  ACTING  CAPSULES  60,  80,  120,  160  mg 


Please  see  brief  summary  of  prescribing  information. 
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. . .like  the  more  than  one  million  patients  who  have 
received  INDERAlf  LA. 

In  a recent  survey,  4,120  participating  physicians  gave 
us  their  views1  on  INDERAL  LA  in  the  treatment  of 
hypertension,  angina  and  migraine. 

inderal  la  is  their  preferred 
beta  blocker 

. . .of  the  nearly  three  out  of  four  physicians  responding 
to  the  questionnaire,  an  impressive  97%  rated  INDERAL 
LA  good  to  excellent  for  overall  performance.  Virtually  all 
cited  efficacy,  tolerability,  long-term  cardiovascular  pro- 
tection and  once-daily  convenience  as  important  factors 
in  their  choosing  to  prescribe  INDERAL  LA. 

inderal  la  promotes  patient 
compliance 

. . .Virtually  every  responding  physician  rated  patient  sat- 
isfaction with  INDERAL  LA  to  be  as  good  as,  or  better 
than,  other  beta  blockers. 


Like  conventional  INDERAL  Tablets,  INDERAL  LA  should  not  be  used  in  the  presence 
of  congestive  heart  failure,  sinus  bradycardia,  cardiogenic  shock,  heart  block 
greater  than  first  degree  and  bronchial  asthma. 
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LONG  ACTING 
CAPSULES 
60,80,120, 160  mg 


The  one  you  know  best 
keeps  looking  better 

Please  see  next  page  for  brief  summary  of  prescribing  information. 
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BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION,  SEE  PACKAGE  CIRCULAR.) 


INDERAL  LA  brand  of  propranolol  hydrochloride  (Long  Acting  Capsules) 

DESCRIPTION.  INDERAL  LA  is  formulated  to  provide  a sustained  release  of  propranolol  hydro- 
chloride. INDERAL  LA  is  available  as  60  mg,  80  mg,  120  mg,  and  160  mg  capsules. 

CLINICAL  PHARMACOLOGY.  INDERAL  is  a nonselective,  beta-adrenergic  receptor-blocking 
agent  possessing  no  other  autonomic  nervous  system  activity.  It  specifically  competes  with  beta-ad- 
renergic receptor-stimulating  agents  tor  available  receptor  sites.  When  access  to  beta-receptor  sites 
is  blocked  by  INDERAL,  the  chronotropic,  inotropic,  and  vasodilator  responses  to  beta- 
adrenergic  stimulation  are  decreased  proportionately. 

INDERAL  LA  Capsules  (60,  80,  120,  and  160  mg)  release  propranolol  HCI  at  a controlled  and 
predictable  rate.  Peak  blood  levels  following  dosing  with  INDERAL  LA  occur  at  about  6 hours  and  the 
apparent  plasma  halt-life  is  about  10  hours.  When  measured  at  steady  state  over  a 24-hour  period  the 
areas  under  the  propranolol  plasma  concentration-time  curve  (AUCs)  for  the  capsules  are  approxi- 
mately 60%  to  65%  ot  the  AUCs  tor  a comparable  divided  daily  dose  of  INDERAL  Tablets.  The  lower 
AUCs  tor  the  capsules  are  due  to  greater  hepatic  metabolism  ot  propranolol,  resulting  from  the  slower 
rate  of  absorption  of  propranolol.  Over  a twenty-four  (24)  hour  period,  blood  levels  are  fairly  constant 
tor  about  twelve  (12)  hours  then  decline  exponentially. 

INDERAL  LA  should  not  be  considered  a simple  mg-for-mg  substitute  for  conventional  propranolol 
and  the  blood  levels  achieved  do  not  match  (are  lower  than)  those  ot  two  to  four  times  daily  dosing 
with  the  same  dose.  When  changing  to  INDERAL  LA  from  conventional  propranolol,  a possible  need 
for  retitration  upwards  should  be  considered  especially  to  maintain  effectiveness  at  the  end  ot  the 
dosing  interval.  In  most  clinical  settings,  however,  such  as  hypertension  or  angina  where  there  is  little 
correlation  between  plasma  levels  and  clinical  effect,  INDERAL  LA  has  been  therapeutically  equiva- 
lent to  the  same  mg  dose  of  conventional  INDERAL  as  assessed  by  24-hour  effects  on  blood  pressure 
and  on  24-hour  exercise  responses  of  heart  rate,  systolic  pressure,  and  rate  pressure  product. 
INDERAL  LA  can  provide  effective  beta  blockade  for  a 24-hour  period. 

INDICATIONS  AND  USAGE.  Hypertension:  INDERAL  LA  Is  indicated  in  the  management  of 
hypertension;  it  may  be  used  alone  or  used  in  combination  with  other  antihypertensive  agents, 
particularly  a thiazide  diuretic  INDERAL  LA  is  not  indicated  In  the  management  of  hypertensive 
emergencies. 

Angina  Pectoris  Due  to  Coronary  Atherosclerosis:  INDERAL  LA  Is  indicated  for  the 
long-term  management  of  patients  with  angina  pectoris. 

Migraine:  INDERAL  LA  is  indicated  for  the  prophylaxis  of  common  migraine  headache.  The 
efficacy  of  propranolol  in  the  treatment  of  a migraine  attack  that  has  started  has  not  been  established 
and  propranolol  is  not  indicated  for  such  use. 

Hypertrophic  Subaortic  Stenosis:  INDERAL  LA  is  useful  in  the  management  of  hypertrophic 
subaortic  stenosis,  especially  for  treatment  of  exertional  or  other  stress-induced  angina,  palpitations, 
and  syncope.  INDERAL  LA  also  improves  exercise  performance.  The  effectiveness  of  propranolol 
hydrochloride  in  this  disease  appears  to  be  due  to  a reduction  of  the  elevated  outflow  pressure 
gradient  which  is  exacerbated  by  beta-receptor  stimulation.  Clinical  improvement  may  be  temporary. 

CONTRAINDICATIONS.  INDERAL  is  contraindicated  in  1)  cardiogenic  shock;  2)  sinus  bradycar- 
dia and  greater  than  first-degree  block;  3)  bronchial  asthma;  4)  congestive  heart  failure  (see  WARN- 
INGS) unless  the  failure  is  secondary  to  a tachyarrhythmia  treatable  with  INDERAL. 

WARNINGS.  CARDIAC  FAILURE:  Sympathetic  stimulation  may  be  a vital  component  supporting 
circulatory  function  in  patients  with  congestive  heart  failure,  and  its  inhibition  by  beta  blockade  may 
precipitate  more  severe  failure.  Although  beta  blockers  should  be  avoided  in  overt  congestive  heart 
failure,  if  necessary,  they  can  be  used  with  close  tollow-up  in  patients  with  a history  of  failure  who  are 
well  compensated  and  are  receiving  digitalis  and  diuretics.  Beta-adrenergic  blocking  agents  do  not 
abolish  the  inotropic  action  ot  digitalis  on  heart  muscle. 

IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE,  continued  use  of  beta  blockers  can,  in 
some  cases,  lead  to  cardiac  failure.  Therefore,  at  the  first  sign  or  symptom  of  heart  failure,  the  patient 
should  be  digitalized  and/or  treated  with  diuretics,  and  the  response  observed  closely,  or  INDERAL 
should  be  discontinued  (gradually,  if  possible). 

IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbation  of  angina  and, 
in  some  cases,  myocardial  infarction,  following  abrupt  discontinuance  of  INDERAL  therapy. 
Therefore,  when  discontinuance  of  INDERAL  is  planned,  the  dosage  should  be  gradually  re- 
duced over  at  least  a few  weeks,  and  the  patient  should  be  cautioned  against  interruption  or 
cessation  ot  therapy  without  the  physician  s advice.  If  INDERAL  therapy  is  interrupted  and 
exacerbation  of  angina  occurs,  it  usually  is  advisable  to  reinstitute  INDERAL  therapy  and  take 
other  measures  appropriate  tor  the  management  of  unstable  angina  pectoris.  Since  coronary 
artery  disease  may  be  unrecognized,  it  may  be  prudent  to  follow  the  above  advice  in  patients 
considered  at  risk  of  having  occult  atherosclerotic  heart  disease  who  are  given  propranolol  for 
other  indications. 


Nonallergic  Bronchospasm  (eg,  chronic  bronchitis,  emphysema)  — PATIENTS  WITH 
BRONCHOSPASTIC  DISEASES  SHOULD  IN  GENERAL  NOT  RECEIVE  BETA  BLOCKERS  INDERAL 
should  be  administered  with  caution  since  it  may  block  bronchodilation  produced  by  endogenous 
and  exogenous  catecholamine  stimulation  of  beta  receptors. 

MAJOR  SURGERY:  The  necessity  or  desirability  ot  withdrawal  of  beta-blocking  therapy  prior  to 
major  surgery  is  controversial.  It  should  be  noted,  however,  that  the  impaired  ability  of  the  heart  to 
respond  to  reflex  adrenergic  stimuli  may  augment  the  risks  of  general  anesthesia  and  surgical 
procedures 

INDERAL  (propranolol  HCI),  like  other  beta  blockers,  is  a competitive  inhibitor  of  beta-receptor 
agonists  and  its  effects  can  be  reversed  by  administration  of  such  agents,  eg,  dobutamine  or  isopro- 
terenol. However,  such  patients  may  be  subject  to  protracted  severe  hypotension.  Difficulty  in  start- 
ing and  maintaining  the  heartbeat  has  also  been  reported  with  beta  blockers. 

DIABETES  AND  HYPOGLYCEMIA:  Beta  blockers  should  be  used  with  caution  in  diabetic  patients  if 
a beta-blocking  agent  is  required.  Beta  blockers  may  mask  tachycardia  occurring  with  hypoglycemia, 
but  other  manifestations  such  as  dizziness  and  sweating  may  not  be  significantly  affected.  Following 
insulin-induced  hypoglycemia,  propranolol  may  cause  a delay  in  the  recovery  of  blood  glucose  to 
normal  levels. 


THYROTOXICOSIS:  Beta  blockade  may  mask  certain  clinical  signs  of  hyperthyroidism.  Therefore, 
abrupt  withdrawal  ot  propranolol  may  be  followed  by  an  exacerbation  of  symptoms  of  hyperthyroid- 
ism, including  thyroid  storm.  Propranolol  may  change  thyroid  function  tests,  increasing  T4  and 
reverse  T3,  and  decreasing  T 3. 

IN  PATIENTS  WITH  WOLFF-PARKINSON-WHITE  SYNDROME,  several  cases  have  been  reported  in 
which,  after  propranolol,  the  tachycardia  was  replaced  by  a severe  bradycardia  requiring  a demand 
pacemaker.  In  one  case  this  resulted  after  an  initial  dose  of  5 mg  propranolol. 

PRECAUTIONS.  GENERAL:  Propranolol  should  be  used  with  caution  in  patients  with  impaired 
hepatic  or  renal  function.  INDERAL  (propranolol  HCI)  is  not  indicated  for  the  treatment  of  hyperten- 
sive emergencies. 

Beta-adrenoreceptor  blockade  can  cause  reduction  of  intraocular  pressure.  Patients  should  be  told 
that  INDERAL  may  interfere  with  the  glaucoma  screening  test.  Withdrawal  may  lead  to  a return  of 
increased  intraocular  pressure. 

CLINICAL  LABORATORY  TESTS:  Elevated  blood  urea  levels  in  patients  with  severe  heart  disease, 
elevated  serum  transaminase,  alkaline  phosphatase,  lactate  dehydrogenase. 

DRUG  INTERACTIONS:  Patients  receiving  catecholamine-depleting  drugs  such  as  reser- 
pine  should  be  closely  observed  if  INDERAL  (propranolol  HCI)  is  administered.  The  added 
catecholamine-blocking  action  may  produce  an  excessive  reduction  of  resting  sympathetic 
nervous  activity  which  may  result  in  hypotension,  marked  bradycardia,  vertigo,  syncopal  attacks, 
or  orthostatic  hypotension. 

Caution  should  be  exercised  when  patients  receiving  a beta  blocker  are  administered  a calcium- 
channel-blocking  drug,  especially  intravenous  verapamil,  for  both  agents  may  depress  myocardial 
contractility  or  atrioventricular  conduction.  On  rare  occasions,  the  concomitant  intravenous  use  of  a 
beta  blocker  and  verapamil  has  resulted  in  serious  adverse  reactions,  especially  in  patients  with 
severe  cardiomyopathy,  congestive  heart  failure,  or  recent  myocardial  infarction. 

Aluminum  hydroxide  gel  greatly  reduces  intestinal  absorption  of  propranolol. 

Ethanol  slows  the  rate  of  absorption  of  propranolol. 

Phenytoin,  phenobarbitone.  and  rilampin  accelerate  propranolol  clearance. 

Chlorpromazine,  when  used  concomitantly  with  propranolol,  results  in  increased  plasma  levels  of 
both  drugs. 

Antipyrine  and  lldocaine  have  reduced  clearance  when  used  concomitantly  with  propranolol. 

Thyroxine  may  result  in  a lower  than  expected  T3  concentration  when  used  concomitantly  with 
propranolol. 

Cimetidine  decreases  the  hepatic  metabolism  of  propranolol,  delaying  elimination  and  increasing 
blood  levels. 

Theophylline  clearance  is  reduced  when  used  concomitantly  with  propranolol. 

CARCINOGENESIS,  MUTAGENESIS,  IMPAIRMENT  OF  FERTILITY:  Long-term  studies  in  animals 
have  been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential.  In  18-month  studies  in  both 
rats  and  mice,  employing  doses  up  to  150  mg/kg/day,  there  was  no  evidence  ot  significant  drug-in- 
duced toxicity.  There  were  no  drug-related  tumorigenic  effects  at  any  of  the  dosage  levels.  Reproduc- 
tive studies  in  animals  did  not  show  any  impairment  of  fertility  that  was  attributable  to  the  drug. 

PREGNANCY:  Pregnancy  Category  C.  INDERAL  has  been  shown  to  be  embryotoxic  in  animal 
studies  at  doses  about  10  times  greater  than  the  maximum  recommended  human  dose. 

There  are  no  adequate  and  well-controlled  studies  in  pregnant  women.  INDERAL  should  be  used 
during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus. 

NURSING  MOTHERS:  INDERAL  is  excreted  in  human  milk.  Caution  should  be  exercised  when 
INDERAL  is  administered  to  a nursing  woman 

PEDIATRIC  USE:  Safety  and  effectiveness  in  children  have  not  been  established. 

ADVERSE  REACTIONS.  Most  adverse  effects  have  been  mild  and  transient  and  have  rarely 
required  the  withdrawal  of  therapy. 

Cardiovascular:  Bradycardia;  congestive  heart  failure;  intensification  of  AV  block;  hypotension; 
paresthesia  of  hands;  thrombocytopenic  purpura;  arterial  insufficiency,  usually  of  the  Raynaud  type. 

Central  Nervous  System:  Light-headedness;  mental  depression  manifested  by  insomnia,  lassitude, 
weakness,  fatigue;  reversible  mental  depression  progressing  to  catatonia;  visual  disturbances;  hallu- 
cinations; vivid  dreams;  an  acute  reversible  syndrome  characterized  by  disorientation  for  time  and 
place,  short-term  memory  loss,  emotional  lability,  slightly  clouded  sensorium,  and  decreased  perfor- 
mance on  neuropsychometrics.  For  immediate  formulations,  fatigue,  lethargy,  and  vivid  dreams 
appear  dose  related 

Gastrointestinal:  Nausea,  vomiting,  epigastric  distress,  abdominal  cramping,  diarrhea,  constipa- 
tion, mesenteric  arterial  thrombosis,  ischemic  colitis. 

Allergic:  Pharyngitis  and  agranulocytosis,  erythematous  rash,  fever  combined  with  aching  and 
sore  throat,  laryngospasm  and  respiratory  distress. 

Respiratory:  Bronchospasm. 

Hematologic:  Agranulocytosis,  nonthrombocytopenic  purpura,  thrombocytopenic  purpura. 

Auto  immune:  In  extremely  rare  instances,  systemic  lupus  erythematosus  has  been  reported. 

Miscellaneous:  Alopecia,  LE-like  reactions,  psoriasiform  rashes,  dry  eyes,  male  impotence,  and 
Peyronie's  disease  have  been  reported  rarely.  Oculomucocutaneous  reactions  involving  the  skin, 
serous  membranes  and  conjunctivae  reported  for  a beta  blocker  (practolol)  have  not  been  associated 
with  propranolol. 

DOSAGE  AND  ADMINISTRATION.  INDERAL  LA  provides  propranolol  hydrochloride  in  a 
sustained-release  capsule  for  administration  once  daily.  If  patients  are  switched  from  INDERAL 
Tablets  to  INDERAL  LA  Capsules,  care  should  be  taken  to  assure  that  the  desired  therapeutic  effect  is 
maintained.  INDERAL  LA  should  not  be  considered  a simple  mg-for-mg  substitute  for  INDERAL. 
INDERAL  LA  has  different  kinetics  and  produces  lower  blood  levels.  Retitration  may  be  necessary, 
especially  to  maintain  effectiveness  at  the  end  of  the  24-hour  dosing  interval. 

HYPERTENSION  — Dosage  must  be  individualized.  The  usual  initial  dosage  is  80  mg  INDERAL  LA 
once  daily,  whether  used  alone  or  added  to  a diuretic.  The  dosage  may  be  increased  to  120  mg  once 
daily  or  higher  until  adequate  blood  pressure  control  is  achieved.  The  usual  maintenance  dosage  is 
120  to  160  mg  once  daily.  In  some  instances  a dosage  of  640  mg  may  be  required.  The  time  needed  for 
full  hypertensive  response  to  a given  dosage  is  variable  and  may  range  from  a few  days  to  several 
weeks 

ANGINA  PECTORIS  — Dosage  must  be  individualized.  Starting  with  80  mg  INDERAL  LA  once  daily, 
dosage  should  be  gradually  increased  at  three-  to  seven-day  intervals  until  optimal  response  is 
obtained.  Although  individual  patients  may  respond  at  any  dosage  level,  the  average  optimal  dosage 
appears  to  be  160  mg  once  daily.  In  angina  pectoris,  the  value  and  safety  of  dosage  exceeding  320  mg 
per  day  have  not  been  established. 

If  treatment  is  to  be  discontinued,  reduce  dosage  gradually  over  a period  of  a few  weeks  (see 
WARNINGS). 

MIGRAINE  — Dosage  must  be  individualized.  The  initial  oral  dose  is  80  mg  INDERAL  LA  once  daily. 
The  usual  effective  dose  range  is  160-240  mg  once  daily.  The  dosage  may  be  increased  gradually  to 
achieve  optimal  migraine  prophylaxis.  If  a satisfactory  response  is  not  obtained  within  four  to  six 
weeks  after  reaching  the  maximal  dose,  INDERAL  LA  therapy  should  be  discontinued.  It  may  be 
advisable  to  withdraw  the  drug  gradually  over  a period  of  several  weeks. 

HYPERTROPHIC  SUBAORTIC  STENOSIS  - 80-160  mg  INDERAL  LA  once  daily. 

PEDIATRIC  DOSAGE  - At  this  time  the  data  on  the  use  of  the  drug  in  this  age  group  are  too  limited  to 
permit  adequate  directions  for  use. 

*The  appearance  of  these  capsules  is  a registered  trademark  of  Ayerst  Laboratories. 
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1.  Data  on  file,  Ayerst  Laboratories. 


D7295/188 


w 


WYETH 

AYERST 


PHILADELPHIA,  PA  19101 


© 1988,  Wyeth-Ayerst  Laboratories. 


When  you  decide  to  use 
Bactrim,  use  the  power  of  the  pen 
as  well.  It  guarantees  your  patient  will 
get  Bactrim— with  the  power  of  penetra- 
tion where  you  want  it,  the  power  of 
concentration  where  you  want  it,  and  the 
power  to  persist.  Three  powers  well 
worth  trusting. 

And  remember,  after  deciding  on  Bactrim, 
protect  your  decision.  Take  an  extra  half- 
second,  in  accordance  with  your  state  regula- 
tions, to  prevent  substitution. 

SPECIFY. 


Bactrim  DS 

(160  mg  trimethoprim  and  800  mg  sulfamethoxazole/Roche) 


Please  see  summary  of  product  information  on  following  page. 
Copyright  © 1987  by  Hoffmann-La  Roche  Inc.  All  rights  reserved. 


Bactrim  Pediatric 

(40  mg  trimethoprim  and 
200  mg  sulfamethoxazole  per  5 ml) 


BACTRIM  ” (trimethoprim  and  sulfamethoxazole/Roche) 


Before  prescribing,  please  consult  complete  product  information,  a summary  of  which  follows: 
CONTRAINDICATIONS:  Hypersensitivity  to  trimethoprim  or  sultonamides;  documented  megaloblastic 
anemia  due  to  folate  deficiency;  pregnancy  at  term  and  during  the  nursing  period;  infants  less  than  two 
months  of  age 

WARNINGS.  FATALITIES  ASSOCIATED  WITH  THE  ADMINISTRATION  OF  SULFONAMIDES,  ALTHOUGH 
RARE,  HAVE  OCCURRED  DUE  TO  SEVERE  REACTIONS,  INCLUDING  STEVENS-JOHNSON  SYNDROME, 
TOXIC  EPIDERMAL  NECROLYSIS.  FULMINANT  HEPATIC  NECROSIS,  AGRANULOCYTOSIS,  APLASTIC 
ANEMIA  AND  OTHER  BLOOD  DYSCRASIAS. 

BACTRIM  SHOULD  BE  DISCONTINUED  AT  THE  FIRST  APPEARANCE  OF  SKIN  RASH  OR  ANY  SIGN  OF 
ADVERSE  REACTION.  Clinical  signs,  such  as  rash,  sore  throat,  fever,  pallor,  purpura  or  jaundice,  may  be 
early  indications  of  serious  reactions.  In  rare  instances  a skin  rash  may  be  followed  by  more  severe  reac- 
tions, such  as  Stevens-Johnson  syndrome,  toxic  epidermal  necrolysis,  hepatic  necrosis  or  serious  blood 
disorder  Perform  complete  blood  counts  frequently. 

BACTRIM  SHOULD  NOT  BE  USED  IN  THE  TREATMENT  OF  STREPTOCOCCAL  PHARYNGITIS.  Clinical  stud- 
ies show  that  patients  with  group  A 13-hemolytic  streptococcal  tonsillopharyngitis  have  a greater  incidence 
of  bacteriologic  failure  when  treated  with  Bactrim  than  with  penicillin 

PRECAUTIONS:  General:  Give  with  caution  to  patients  with  impaired  renal  or  hepatic  function,  possible 
folate  deficiency  (e  g . elderly,  chronic  alcoholics,  patients  on  anticonvulsants,  with  malabsorption  syn- 
drome, or  in  malnutrition  states)  and  severe  allergies  or  bronchial  asthma  In  glucose-6-phosphate  dehy- 
drogenase deficient  individuals,  hemolysis  may  occur,  frequently  dose-related 
Use  in  the  Elderly:  May  be  increased  risk  of  severe  adverse  reactions  in  elderly,  particularly  with  complicat- 
ing conditions,  e g.,  impaired  kidney  and/or  liver  function,  concomitant  use  of  other  drugs  Severe  skin 
reactions,  generalized  bone  marrow  suppression  (see  WARNINGS  and  ADVERSE  REACTIONS)  or  a specific 
decrease  in  platelets  (with  or  without  purpura)  are  most  frequently  reported  severe  adverse  reactions  in 
elderly.  In  those  concurrently  receiving  certain  diuretics,  primarily  thiazides,  increased  incidence  of  throm- 
bocytopenia with  purpura  reported  Make  appropriate  dosage  adiustments  for  patients  with  impaired  kidney 
function  (see  DOSAGE  AND  ADMINISTRATION) 

Use  in  the  Treatment  ol  Pneumocystis  Carinii  Pneumonitis  in  Patients  with  Acquired  Immunodeficiency 
Syndrome  (AIDS):  Because  of  unique  immune  dysfunction,  AIDS  patients  may  not  tolerate  or  respond  to 
Bactrim  in  same  manner  as  non-AIDS  patients.  Incidence  of  side  effects,  particularly  rash,  fever,  leuko- 
penia, with  Bactrim  in  AIDS  patients  treated  for  Pneumocystis  carmii  pneumonitis  reported  to  be  greatly 
increased  compared  with  incidence  normally  associated  with  Bactrim  in  non-AIDS  patients. 

Information  for  Patients:  Instruct  patients  to  maintain  adequate  fluid  intake  to  prevent  crystalluria  and  stone 
formation. 

Laboratory  Tests  Perform  complete  blood  counts  frequently;  if  a significant  reduction  in  the  count  of  any 
formed  blood  element  is  noted,  discontinue  Bactrim  Perform  urinalyses  with  careful  microscopic  examina- 
tion and  renal  function  tests  during  therapy,  particularly  for  patients  with  impaired  renal  function 
Drug  Interactions:  In  elderly  patients  concurrently  receiving  certain  diuretics,  primarily  thiazides,  an 
increased  incidence  of  thrombocytopenia  with  purpura  has  been  reported  Bactrim  may  prolong  the 
prothrombin  time  in  patients  who  are  receiving  the  anticoagulant  warfarin  Keep  this  in  mind  when  Bactrim 
is  given  to  patients  already  on  anticoagulant  therapy  and  reassess  coagulation  time  Bactrim  may  inhibit  the 
hepatic  metabolism  of  phenytoin  Given  at  a common  clinical  dosage,  it  increased  the  phenytom  half-life  by 
39%  and  decreased  the  phenytoin  metabolic  clearance  rate  by  27%.  When  giving  these  drugs  concurrently, 
be  alert  for  possible  excessive  phenytoin  effect  Sulfonamides  can  displace  methotrexate  from  plasma  pro- 
tein binding  sites,  thus  increasing  free  methotrexate  concentrations. 

Drug/Laboratory  Test  Interactions  Bactrim,  specifically  the  trimethoprim  component,  can  interfere  with  a 
serum  methotrexate  assay  as  determined  by  the  competitive  binding  protein  technique  (CBPA)  when  a 
bacterial  dihydrofolate  reductase  is  used  as  the  binding  protein.  No  interference  occurs  if  methotrexate  is 
measured  by  a radioimmunoassay  (RIA)  The  presence  ot  trimethoprim  and  sulfamethoxazole  may  also 
interfere  with  the  Jaffe  alkaline  picrate  reaction  assay  for  creatinine,  resulting  in  overestimations  of  about 
10%  in  the  range  of  normal  values. 

Carcinogenesis.  Mutagenesis.  Impairment  of  Fertility:  Carcinogenesis  Long-term  studies  in  animals  to 
evaluate  carcinogenic  potential  not  conducted  with  Bactrim  Mutagenesis  Bacterial  mutagenic  studies  not 
performed  with  sulfamethoxazole  and  trimethoprim  in  combination  Trimethoprim  demonstrated  to  be 
nonmutagemc  in  the  Ames  assay.  No  chromosomal  damage  observed  in  human  leukocytes  in  vitro  with 
sulfamethoxazole  and  trimethoprim  alone  or  in  combination;  concentrations  used  exceeded  blood  levels  of 
these  compounds  following  therapy  with  Bactrim  Observations  of  leukocytes  obtained  from  patients 
treated  with  Bactrim  revealed  no  chromosomal  abnormalities  Impairment  of  Fertility  No  adverse  effects  on 
fertility  or  general  reproductive  performance  observed  in  rats  given  oral  dosages  as  high  as  70  mg/kg/day 
trimethoprim  plus  350  mg/kg/day  sulfamethoxazole 

Pregnancy  Teratogenic  Effects  Pregnancy  Category  C Trimethoprim  and  sulfamethoxazole  may  interfere 
with  folic  acid  metabolism;  use  during  pregnancy  only  if  potential  benefit  justifies  potential  risk  to  fetus 
Nonteratogemc  Effects:  See  CONTRAINDICATIONS  section 
Nursing  Mothers:  See  CONTRAINDICATIONS  section 

Pediatric  Use:  Not  recommended  for  infants  under  two  months  (see  INDICATIONS  and  CONTRAINDICA- 
TIONS sections) 

ADVERSE  REACTIONS:  Most  common  are  gastrointestinal  disturbances  (nausea,  vomiting,  anorexia)  and 
allergic  skin  reactions  (such  as  rash  and  urticaria)  FATALITIES  ASSOCIATED  WITH  THE  ADMINISTRATION 
OF  SULFONAMIDES,  ALTHOUGH  RARE,  HAVE  OCCURRED  DUE  TO  SEVERE  REACTIONS,  INCLUDING 
STEVENS-JOHNSON  SYNDROME,  TOXIC  EPIDERMAL  NECROLYSIS,  FULMINANT  HEPATIC  NECROSIS, 
AGRANULOCYTOSIS,  APLASTIC  ANEMIA  AND  OTHER  BLOOD  DYSCRASIAS  (SEE  WARNINGS  SECTION) 
Hematologic  Agranulocytosis,  aplastic  anemia,  thrombocytopenia,  leukopenia,  neutropenia,  hemolytic 
anemia,  megaloblastic  anemia,  hypoprothrombmemia,  methemoglobinemia,  eosmophilia.  Allergic  Reac- 
tions: Stevens-Johnson  syndrome,  toxic  epidermal  necrolysis,  anaphylaxis,  allergic  myocarditis,  erythema 
multiforme,  exfoliative  dermatitis,  angioedema,  drug  fever,  chills.  Henoch-Schoenlem  purpura,  serum 
sickness-like  syndrome,  generalized  allergic  reactions,  generalized  skin  eruptions,  photosensitivity,  con- 
lunctival  and  scleral  injection,  pruritus,  urticaria  and  rash  Periarteritis  nodosa  and  systemic  lupus  erythe- 
matosus have  been  reported  Gastrointestinal  Hepatitis  (including  cholestatic  jaundice  and  hepatic 
necrosis),  elevation  of  serum  transaminase  and  bilirubin,  pseudomembranous  enterocolitis,  pancreatitis, 
stomatitis,  glossitis,  nausea,  emesis,  abdominal  pain,  diarrhea,  anorexia  Genitourinary  Renal  failure, 
interstitial  nephritis.  BUN  and  serum  creatinine  elevation,  toxic  nephrosis  with  oliguria  and  anuria,  crystal- 
luria  Neurologic:  Aseptic  meningitis,  convulsions,  peripheral  neuritis,  ataxia,  vertigo,  tinnitus,  headache 
Psychiatric:  Hallucinations,  depression,  apathy,  nervousness  Endocrine:  Sulfonamides  bear  certain  chem- 
ical similarities  to  some  goitrogens.  diuretics  (acetazolamide  and  the  thiazides)  and  oral  hypoglycemic 
agents;  cross-sensitivity  may  exist.  Diuresis  and  hypoglycemia  have  occurred  rarely  in  patients  receiving 
sulfonamides  Musculoskeletal  Arthralgia,  myalgia  Miscellaneous  Weakness,  fatigue,  insomnia 
DOSAGE  AND  ADMINISTRATION:  Not  recommended  tor  use  in  infants  less  than  two  months  of  age 
URINARY  TRACT  INFECTIONS  AND  SHIGELLOSIS  IN  ADULTS  AND  CHILDREN,  AND  ACUTE  OTITIS  MEDIA 
IN  CHILDREN . Usual  adult  dosage  for  urinary  tract  infections  is  one  DS  tablet,  two  tablets  or  four  teaspoon- 
fuls (20  ml)  b.i  d for  10  to  t4  days.  Use  identical  daily  dosage  for  5 days  for  shigellosis  Recommended 
dosage  for  children  with  urinary  tract  infections  or  acute  otitis  media  is  8 mg/kg  trimethoprim  and  40  mg/kg 
sulfamethoxazole  per  24  hours,  in  two  divided  doses  every  12  hours  for  10  days.  Use  identical  daily  dosage 
for  5 days  for  shigellosis.  Renal  Impaired  Creatinine  clearance  above  30  ml/mm,  give  usual  dosage; 
15-30  ml/min,  give  one-half  the  usual  regimen;  below  15  ml/min,  use  not  recommended 
ACUTE  EXACERBATIONS  OF  CHRONIC  BRONCHITIS  IN  ADULTS  Usual  adult  dosage  is  one  DS  tablet,  two 
tablets  or  four  teasp.  (20  ml)  b.i  d for  14  days 

PNEUMOCYSTIS  CARINII  PNEUMONITIS:  Recommended  dosage  is  20  mg/kg  trimethoprim  and  100  mg/kg 
sulfamethoxazole  per  24  hours  in  equal  doses  every  6 hours  for  14  days.  See  complete  product  information 
for  suggested  children's  dosage  table 

HOW  SUPPLIED:  DS  (double  strength ) Tablets  (160  mg  trimethoprim  and  800  mg  sulfamethoxazole)— 
bottles  of  100,  250  and  500;  Tel-E-Dose®'  packages  of  100;  Prescription  Paks  of  20  Tablets  (80  mg  tri- 
methoprim and  400  mg  sulfamethoxazole)— bottles  of  100  and  500.  Tel-E-Dose®  packages  of  100, 
Prescription  Paks  of  40  Pediatric  Suspension  (40  mg  trimethoprim  and  200  mg  sulfamethoxazole  per 
teasp.)— bottles  of  100  ml  and  16  oz  (1  pint)  Suspension  (40  mg  trimethoprim  and  200  mg  sulfamethoxa- 
zole per  teasp  ) — bottles  of  16  oz  (1  pint). 

STORE  TABLETS  AT  15-30°C  (59°-86°F)  IN  A DRY  PLACE  PROTECTED  FROM  LIGHT.  STORE  SUSPEN- 
SIONS AT  15"-30°C  (59°-86°F)  PROTECTED  FROM  LIGHT. 

PI  0586 

/ \ Roche  Laboratories 

x ROCHE  x Dlvlsl0n  of  Hoffmann-La  Roche  Inc 
\ Nutley,  New  Jersey  071 10 


OUTSTANDING  INCOME 
GUARANTEE 
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Geriatric  Education:  Training  and  Practice 
Perspectives 

This  study  compares  Family  Practice  residents,  full  time  and  clinical  faculty  response 
to  a geriatric  questionnaire  comprised  of  medical,  behavioral/social,  community  and 
continuing  education  issues. 

Loren  G.  Jarratt,  EdD* 

Loren  H.  Amundson,  MDt 


ABSTRACT 

Family  Practice  residents,  full-time  and  clin- 
ical faculty  responded  to  a geriatric  opinion  ques- 
tionnaire containing  medical  care,  behavioral/so- 
cial, community,  and  continuing  education 
questions.  A comparison  of  demographic  groups 
was  conducted.  Results  showed  no  differences  in 
responses  between  residents  and  full-time  faculty 
and  full-time  and  clinical  faculty.  However,  res- 
idents felt  less  aware  than  clinical  faculty  of  ger- 

INCREASING  GERIATRIC  MEDICAL  TRAINING  and  Care 
are  occurring  in  response  to  the  rising  numbers 
of  elderly  in  America.  Graduate  medical  education 
programs  are  implementing  curricula  to  train  phy- 
sicians in  medical,  psychological,  and  socioeco- 
nomic (biopsychosocial)  aspects  of  elderly  care. 
However,  since  the  knowledge  base  necessary  to 
identify  goals  and  objectives  for  these  training  pro- 
grams is  incomplete,  additional  studies  will  help  to 
identify  future  practice  needs  of  residents  in  train- 
ing. 

Robbins  et  al.  state  that  objectives  for  graduate 
medical  education  should  include  the  consideration 
that  elderly  people  are  in  delicate  balance  with  their 
surroundings  and  that  small  psychologic  or  social 
changes  may  seriously  affect  their  health.'  Robbins 
and  Beck  are  also  of  the  opinion  that  geriatric  train- 
ing should  be  required  of  all  family  practice  resi- 
dents through  an  integrated  curriculum  including 
lectures,  rounds,  conferences,  a minimum  two  month 
block  rotation,  and  longitudinal  clinical  experi- 
ences.2 Residents  need  to  understand  the  elderly 
from  a biopsychosocial  viewpoint  and  to  extend  care 


*Education  Specialist,  Family  Practice  Center,  Inc.,  Sioux  Falls, 
SD. 

tProfessor  of  Family  Medicine,  USD  School  of  Medicine,  Sioux 
Falls,  SD. 


iatric  behavioral/social,  community,  and  contin- 
uing education  issues.  In  addition,  clinical  faculty 
in  solo  practice  indicated  more  awareness  of  long 
term  facilities  and  alternative  housing  for  the 
elderly  than  physicians  practicing  in  large  groups. 
These  data  provide  direction  for  family  practice 
residencies  to  expand  and  strengthen  geriatric 
curricula. 


through  either  personally  integrated  multidiscipli- 
nary care  or  referral  care  delivery.  In  addition  to 
cognitive  objectives,  geriatric  education  should  in- 
clude 1)  knowledge  of  rehabilitation  services  (fa- 
cilities, programs,  rehabilitation  plans),  2)  identi- 
fication of  social  programs  (support  for  social  and 
financial  needs),  and  3)  coordination  of  care  (home, 
day  care,  nursing  home  and  hospital).  Dans  and 
Kerr  agree  that  many  problems  of  the  elderly  are 
not  medical  and  knowledge  of  the  patient’s  cultural 
and  social  surroundings  must  be  resolved  by  rec- 
ognition and  utilization  of  resources  available.3 

Levenson  et  al . surveyed  senior  medical  students, 
medical  educators,  and  practitioners  to  determine 
geriatric  education  delivery  preferences.  Respond- 
ents with  the  highest  positive  attitudes  toward  ger- 
iatric medical  care  recognized  the  need  for  contin- 
uing medical  education  experiences  (CME)  beyond 
medical  school.4 

Recognizing  the  importance  of  geriatric  educa- 
tion, and  the  need  to  identify  specific  geriatric  cur- 
riculum for  teaching  in  a family  practice  residency 
program,  a survey  of  family  practice  residents  and 
full-time  and  clinical  faculty  members  in  a depart- 
ment of  family  medicine  was  conducted  to  measure 
opinions  relating  to  geriatric  educational  needs  and 
issues  in  family  practice. 
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METHODS 

A geriatric  health  questionnaire  was  prepared  from 
materials  developed  and  endorsed  by  the  American 
Academy  of  Family  Physicians,  the  Society  of 
Teachers  of  Family  Medicine,  and  the  American 
Geriatrics  Society.5 

Seven  of  24  survey  questions  related  to  demog- 
raphy: respondent’s  sex,  position  (resident,  full-time, 
clinical  faculty),  years  of  training  (1,2,  3),  years 
in  location  (1-3,  3-6,  6-9,  and  10  or  more),  size  of 
community  (less  than  2,500,  2,500-5,000,  5, GOO- 
15, 000,  and  >15,000)  and  numbers  of  partners  in 
practice  (solo,  2-4,  5-10,  and  >10).  The  remaining 
17  questions  related  to  medical  care , behavioral/ 
social,  community , and  continuing  education  issues 
in  geriatrics. 

Medical  care  questions  referred  to  awareness  of 
1)  “normal  aging”  changes,  including  the  interre- 
lationships of  multiple  systems  and  drug  interac- 
tions, 2)  altered  and  non-specific  presentations  of 
specific  diseases,  3)  health  care  promotion,  4)  ex- 
ercise, 5)  nutrition,  6)  house  calls,  and  7)  the  dan- 
gers of  polypharmacy. 

Behavioral/social  questions  referred  to  awareness 
of  1)  effects  of  stress  and  relocation  on  family  re- 
lationships, 2)  dependency,  institutionalization,  iat- 
rogenic diseases,  and  the  dangers  of  immobiliza- 
tion, 3)  financial  aspects  of  health  care  and  cost 
containment,  4)  psychosocial  counseling,  and  5)  the 
physician’s  personal  attitude  toward  aging,  disabil- 
ity, and  death. 

Community  questions  related  to  the  awareness  of 
1)  services  necessary  to  promote  rehabilitation  and 
maintain  independence,  2)  long  term  care  facilities 
and  alternative  housing  and,  3)  other  health  profes- 
sionals. 

The  continuing  education  question  referred  to 
continuing  medical  education  for  the  practicing  phy- 
sician. 

A five  point  Likert  Scale  was  selected  as  a meas- 
uring device  for  the  survey  instrument  and  a p.  level 
<.05  measured  statistical  significance. 

One  hundred  sixty  three  (163)  questionnaires  were 
mailed  to  family  practice  resident  physicians,  full- 
time and  clinical  faculty  of  a department  of  family 
medicine.  A total  of  125  completed  surveys  (77%) 
were  returned  and  provided  the  cohort  for  this  study. 

RESULTS 

Demography 

Demographic  information  showed  95%  of  the  re- 
spondents to  be  males;  19%  resident  physicians,  8% 
full-time  faculty,  and  74%  clinical  faculty.  Thirty 
one  percent  (31%)  of  the  faculty  members  had  1 
year  of  graduate  training,  16%  had  2 years,  and 


53%  had  3 years  of  training.  Thirteen  percent  (13%) 
were  in  the  first  three  years  at  their  location,  29% 
had  practiced  3-6  years,  15%  6-9  years,  and  42% 
10  years  or  more  in  the  same  location.  Seventeen 
percent  (17%)  practiced  in  a community  of  less  than 
2,500,  13%  in  a community  of  2,500-5,000,  24% 
in  a community  of  5,000-15,000,  and  47%  in  a 
community  of  more  than  15,000.  Seventeen  percent 
( 17%)  of  the  faculty  members  were  in  solo  practice, 
29%  were  in  groups  of  2-4  physicians,  27%  were 
practicing  with  5-10  physicians,  and  26%  practiced 
in  groups  of  more  than  10  physicians. 

Statistics 

Statistical  analyses  for  the  three  groups  of  re- 
spondents (family  practice  residents,  full-time  fac- 
ulty and  clinical  faculty)  were  compared  for  each 
item  in  the  survey.  No  significant  differences  were 
seen  between  responses  from  residents  and  full-time 
faculty,  and  full-time  faculty  and  clinical  faculty. 
However,  significant  differences  did  exist  between 
residents  and  clinical  faculty  regarding  some  issues 
(Table  I);  residents  were  less  aware  of  behavioral/ 
social,  community,  and  continuing  education  is- 
sues. 


TABLE  I 

SIGNIFICANT  RESIDENT  AND  FACULTY  MEANS 


Number  of 


Question 

Respondents 

Respondents 

Mean 

P. 

11* 

residents 

23 

3.70 

.0291 

11 

clinical  faculty 

88 

4.17 

13f 

residents 

23 

3.04 

.0016 

13 

clinical  faculty 

87 

3.75 

17* 

residents 

23 

3.35 

.006 

17 

clinical  faculty 

88 

4.01 

23  § 

residents 

22 

3.77 

.0087 

23 

clinical  faculty 

87 

4.24 

* measured  physician  awareness  of  dependency,  insti- 
tutionalization, iatrogenic  diseases  and  consequences 
of  immobilization 

f measured  awareness  of  services  to  promote  rehabili- 
tation and  maintain  independence 
f measured  awareness  of  long  term  facilities  and  alter- 
native housing 

§ measured  awareness  of  continuing  medical  education 

issues 


These  differences  related  to  awareness  of  the  el- 
derly toward  dependency,  institutionalization,  iat- 
rogenic diseases,  and  the  consequences  of  immo- 
bilization (behavioral/social);  range  of  services 
necessary  to  promote  rehabilitation  and  maintain 
independence  for  the  elderly  (community);  aware- 
ness of  long  term  facilities  and  alternative  housing 
(community);  and  the  importance  of  continuing 
medical  education  (CME)  in  geriatric  health  care 
(education). 

Another  finding  showed  that  physicians  in  solo 
practice  felt  more  knowledgeable  regarding  long  term 
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health  care  facilities  and  alternative  housing  for  the 
elderly  than  physicians  practicing  in  groups  of  more 
than  ten.  (Table  II). 


TABLE  II 

COMPARISON  OF  SOLO  AND  LARGE  GROUP 
FACULTY 

Number  of 

Question  Respondents  Respondents  Mean  P. 
17*  solo  practice  17  4.50  .0423 

17  >10  27  3.85 

* measured  awareness  of  long  term  facilities  and  alter- 
native housing 


DISCUSSION 

This  study  compared  family  practice  residents  and 
full-time  and  clinical  faculty  in  family  practice  as 
to  perceived  educational  needs  necessary  for  ger- 
iatric health  care. 

Residents  felt  the  need  of  more  education  re- 
garding 1)  elderly  dependency  and  problems  of  in- 
stitutionalization (behavioral/social)  2)  elderly  re- 
habilitation services  (community)  3)  elderly  long 
term  facilities  and  alternative  housing  (community) 
and  4)  realized  the  importance  of  continuing  med- 
ical education  (CME)  for  physicians  in  geriatrics 
(education).  Physicians  in  solo  practice  had  more 
awareness  of  long  term  care  facilities  and  alternative 
elderly  housing  (community)  than  physicians  prac- 
ticing in  groups  of  more  than  10. 

The  authors  believe  that  physicians  in  practice  do 
provide  an  appropriate  assessment  of  geriatric  ed- 
ucation necessary  for  residents  in  training  and  for 
physicians  in  practice.  These  results  have  provided 
information  useful  in  planning  curricula  for  resi- 
dency and  faculty  (practitioner)  geriatric  education 
programs.  These  findings  also  specifically  suggest 
that  geriatric  educational  experiences  in  behavioral/ 
social,  community,  and  continuing  education  areas 
be  included  in  residency  curriculum  and  training. 
Physicians  in  practice  vary  in  knowledge  of  long 
term  facilities  and  alternative  housing  needs  for  the 
elderly;  these  can  be  addressed  in  CME  programs. 
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INDICATIONS  AND  USAGE:  BECAUSE  OF  REPORTS  OF  INTESTINAL  AND  GASTRIC  ULCERATION  AND 
BLEEDING  WITH  SLOW-RELEASE  POTASSIUM  CHLORIDE  PREPARATIONS,  THESE  DRUGS  SHOULD 
BE  RESERVED  FOR  THOSE  PATIENTS  WHO  CANNOT  TOLERATE  OR  REFUSE  TO  TAKE  LIQUID  OR  EF- 
FERVESCENT POTASSIUM  PREPARATIONS  OR  FOR  PATIENTS  IN  WHOM  THERE  IS  A PROBLEM  OF 
COMPLIANCE  WITH  THESE  PREPARATIONS. 

1  For  therapeutic  use  in  patients  with  hypokalemia  with  or  without  metabolic  alkalosis,  in  digitalis 
intoxication  and  in  patients  with  hypokalemic  familial  periodic  paralysis. 

2,  For  the  prevention  of  potassium  depletion  when  the  dietary  intake  is  inadequate  in  the  following 
conditions:  Patients  receiving  digitalis  and  diuretics  for  congestive  heart  failure,  hepatic  cirrhosis 
with  ascites,  states  of  aldosterone  excess  with  normal  renal  function,  potassium-losing  nephropathy, 
and  with  certain  diarrheal  states. 

3.  The  use  of  potassium  salts  In  patients  receiving  diuretics  for  uncomplicated  essential  hyperten- 
sion is  often  unnecessary  when  such  patients  have  a normal  dietary  pattern.  Serum  potassium 
should  be  checked  periodically,  however,  and  if  hypokalemia  occurs,  dietary  supplementation  with 
potassium-containing  foods  may  be  adequate  to  control  milder  cases.  In  more  severe  cases  sup- 
plementation with  potassium  salts  may  be  indicated 

CONTRAINDICATIONS:  Potassium  supplements  are  contraindicated  in  patients  with  hyperkalemia 
since  a further  increase  in  serum  potassium  concentration  in  such  patients  can  produce  cardiac 
arrest.  Hyperkalemia  may  complicate  any  of  the  following  conditions:  Chronic  renal  failure,  systemic 
acidosis  such  as  diabetic  acidosis,  acute  dehydration,  extensive  tissue  breakdown  as  in  severe  burns, 
adrenal  insufficiency,  or  the  administration  of  a potassium-sparing  diuretic  (e  g , spironolactone, 
triamterene). 

Wax-matrix  potassium  chloride  preparations  have  produced  esophageal  ulceration  in  certain  cardi- 
ac patients  with  esophageal  compression  due  to  enlarged  left  atrium 

All  solid  dosage  forms  of  potassium  chloride  supplements  are  contraindicated  in  any  patient  in 
whom  there  is  cause  for  arrest  or  delay  in  tablet  passage  through  the  gastrointestinal  tract.  In  these 
instances,  potassium  supplementation  should  be  with  a liquid  preparation. 

WARNINGS:  Hyperkalemia— In  patients  with  impaired  mechanisms  for  excreting  potassium,  the  ad- 
ministration of  potassium  salts  can  produce  hyperkalemia  and  cardiac  arrest.  This  occurs  most  com- 
monly in  patients  given  potassium  by  the  intravenous  route  but  may  also  occur  in  patients  given 
potassium  orally.  Potentially  fatal  hyperkalemia  can  develop  rapidly  and  be  asymptomatic.  The  use  of 
potassium  salts  in  patients  with  chronic  renal  disease,  or  any  other  condition  which  impairs  potas- 
sium excretion,  requires  particularly  careful  monitoring  of  the  serum  potassium  concentration  and 
appropriate  dosage  adiustment 

Interaction  with  Potassium  Sparing  Diuretics— Hypokalemia  should  not  be  treated  by  the  con- 
comitant administration  of  potassium  salts  and  a potassium-sparing  diuretic  (e  g , spironolactone  or 
triamterene)  since  the  simultaneous  administration  of  these  agents  can  produce  severe  hyperkalemia. 

Gastrointestinal  Lesions— Potassium  chloride  tablets  have  produced  stenotic  and/or  ulcerative 
lesions  of  the  small  bowel  and  deaths.  These  lesions  are  caused  by  a high  localized  concentration  of 
potassium  ion  in  the  region  of  a rapidly  dissolving  tablet,  which  injures  the  bowel  wall  and  thereby 
produces  obstruction,  hemorrhage  or  perforation. 

K-DUR  tablets  contain  micro-crystalloids  which  disperse  upon  disintegration  of  the  tablet  These 
micro-crystalloids  are  formulated  to  provide  a controlled  release  of  potassium  chloride.  The  dispersi- 
bility of  the  micro-crystalloids  and  the  controlled  release  of  ions  from  them  are  intended  to  minimize 
the  possibility  of  a high  local  concentration  near  the  gastrointestinal  mucosa  and  the  ability  of  the  KCI 
to  cause  stenosis  or  ulceration  Other  means  of  accomplishing  this  (e  g , incorporation  of  potassium 
chloride  into  a wax  matrix)  have  reduced  the  frequency  of  such  lesions  to  less  than  one  per  100,000 
patient  years  (compared  to  40-50  per  100,000  patient  years  with  enteric-coated  potassium  chloride) 
but  have  not  eliminated  them.  The  frequency  of  Gl  lesions  with  K-DUR  tablets  is,  at  present, 
unknown.  K-DUR  tablets  should  be  discontinued  immediately  and  the  possibility  of  bowel  obstruction 
or  perforation  considered  if  severe  vomiting,  abdominal  pain,  distention,  or  gastrointestinal  bleeding 
occurs 

Metabolic  Acidosis— Hypokalemia  in  patients  with  metabolic  acidosis  should  be  treated  with  an 
alkalinizing  potassium  salt  such  as  potassium  bicarbonate,  potassium  citrate,  potassium  acetate,  or 
potassium  gluconate. 

PRECAUTIONS:  The  diagnosis  of  potassium  depletion  is  ordinarily  made  by  demonstrating  hypokale- 
mia in  a patient  with  a clinical  history  suggesting  some  cause  for  potassium  depletion  In  interpreting 
the  serum  potassium  level,  the  physician  should  bear  in  mind  that  acute  alkalosis  per  se  can  produce 
hypokalemia  in  the  absence  of  a deficit  in  total  body  potassium  while  acute  acidosis  per  se  can  in- 
crease the  serum  potassium  concentration  into  the  normal  range  even  in  the  presence  of  a reduced 
total  body  potassium.  The  treatment  of  potassium  depletion,  particularly  in  the  presence  of  cardiac 
disease,  renal  disease,  or  acidosis  requires  careful  attention  to  acid-base  balance  and  appropriate 
monitoring  of  serum  electrolytes,  the  electrocardiogram,  and  the  clinical  status  of  the  patient. 

Laboratory  Tests:  Regular  serum  potassium  determinations  are  recommended  In  addition,  during 
the  treatment  of  potassium  depletion,  careful  attention  should  be  paid  to  acid-base  balance,  other 
serum  electrolyte  levels,  the  electrocardiogram,  and  the  clinical  status  of  the  patient,  particularly  in 
the  presence  of  cardiac  disease,  renal  disease,  or  acidosis. 

Drug  Interactions:  Potassium-sparing  diuretics,  see  WARNINGS. 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility:  Long-term  carcinogenicity  studies  in 
animals  have  not  been  performed 

Pregnancy  Category  C:  Animal  reproduction  studies  have  not  been  conducted  with  K-DUR  It  is 
also  not  known  whether  K-DUR  can  cause  fetal  harm  when  administered  to  a pregnant  woman  or  can 
affect  reproduction  capacity.  K-OUR  should  be  given  to  a pregnant  woman  only  if  clearly  needed. 

Nursing  Mothers:  The  normal  potassium  Ion  content  of  human  milk  is  about  13  mEq  per  liter.  Since 
oral  potassium  becomes  part  of  the  body  potassium  pool,  so  long  as  body  potassium  is  not  exces- 
sive, the  contribution  of  potassium  chloride  supplementation  should  have  little  or  no  effect  on  the 
level  in  human  milk. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been  established. 

ADVERSE  REACTIONS:  One  of  the  most  severe  adverse  effects  is  hyperkalemia  (see  CONTRAINDICATIONS, 
WARNINGS,  and  OVERDOSAGE).  There  have  also  been  reports  of  upper  and  lower  gastrointestinal 
conditions  including  obstruction,  bleeding,  ulceration,  and  perforation  (see  CONTRAINDICATIONS 
and  WARNINGS);  other  factors  known  to  be  associated  with  such  conditions  were  present  in  many  of 
these  patients. 

The  most  common  adverse  reactions  to  oral  potassium  salts  are  nausea,  vomiting,  abdominal  dis- 
comfort, and  diarrhea  These  symptoms  are  due  to  irritation  of  the  gastrointestinal  tract  and  are  best 
managed  by  taking  the  dose  with  meals  or  reducing  the  dose. 

Skin  rash  has  been  reported  rarely 

OVERDOSAGE:  The  administration  of  oral  potassium  salts  to  persons  with  normal  excretory  mecha- 
nisms for  potassium  rarely  causes  serious  hyperkalemia  However,  if  excretory  mechanisms  are  im- 
paired or  if  potassium  Is  administered  too  rapidly  intravenously,  potentially  fatal  hyperkalemia  can 
result  (see  CONTRAINDICATIONS  and  WARNINGS).  It  is  important  to  recognize  that  hyperkalemia  is 
usually  asymptomatic  and  may  be  manifested  only  by  an  increased  serum  potassium  concentration 
and  characteristic  electrocardiographic  changes  (peaking  of  T-waves,  loss  of  P-waves,  depression  of 
S-T  segment,  and  prolongation  of  the  QT-interval).  Late  manifestations  include  muscle-paralysis  and 
cardiovascular  collapse  from  cardiac  arrest. 

Treatment  measures  for  hyperkalemia  include  the  following: 

1 Elimination  of  foods  and  medications  containing  potassium  and  of  potassium-sparing  diuretics. 

2 Intravenous  administration  of  300  to  500  ml/hr  of  10%  dextrose  solution  containing  10-20  units 
of  insulin  per  1,000  ml 

3 Correction  of  acidosis,  if  present,  with  intravenous  sodium  bicarbonate. 

4 Use  of  exchange  resins,  hemodialysis,  or  peritoneal  dialysis. 

In  treating  hyperkalemia,  it  should  be  recalled  that  in  patients  who  have  been  stabilized  on 
digitalis,  too  rapid  a lowering  of  the  serum  potassium  concentration  can  produce  digitalis  toxicity. 


1002004 


1 # Key  Pharmaceuticals,  Inc. 
#»■»##.,  Kenilworth,  NJ  07033  (USA) 

World  leader  in  drug  delivery  systems. 


13944326 
Rev.  4/87 


The  First  Annual  Graduate 
Student  Research  Forum 

will  be  held  on  Saturday,  April  9,  1988,  in  room 
122,  Center  for  Continuing  Education,  University 
of  South  Dakota.  This  research  forum  is  open  to 
all  graduate  students  in  the  departments  of  Anat- 
omy, Biochemistry,  Biology,  Chemistry,  Micro- 
biology, Physiology  and  Pharmacology,  and 
Psychology.  The  forum  is  intended  to  provide  an 
opportunity  for  graduate  students,  in  these  dis- 
ciplines, to  present  their  research  endeavours  and 
also  hopes  to  foster  greater  interdepartmental 
interaction  among  the  graduate  students  and  fac- 
ulty. Following  the  formal  presentations,  the  par- 
ticipating students  will  be  guests  at  a dinner  at 
the  Prarie  Restraurant  in  Vermillion.  The  keynote 
speaker  that  evening  will  be  Dr.  Herman  Wi- 
godsky,  University  of  Texas  Health  Science  Cen- 
ter — San  Antonio.  Support  for  this  research 
forum  has  been  provided  by  the  University  of 
South  Dakota  School  of  Medicine  and  by  the 
Upjohn  Pharmaceutical  Co.  For  additional  in- 
formation please  contact:  Leigh  R.  Washburn, 
Ph.D.,  Department  of  Microbiology,  Lee  Medi- 
cine Building,  USDSM,  Vermillion,  SD  57069 
(605:  677-5170). 
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Before  prescribing,  see  complete  prescribing 
information  in  SK&F  LAB  CO.  literature  or  PDR. 
The  following  is  a brief  summary. 
Contraindications:  There  are  no  known  contraindi- 
cations to  the  use  of  Tagamet '. 

Precautions:  While  a weak  antlandrogenlc  effect 
has  been  demonstrated  in  animals,  Tagamet'  has 
been  shown  to  have  no  effect  on  spermatogenesis, 
sperm  count,  motility,  morphology  or  In  vitro  fertiliz- 
ing capacity  In  humans. 

in  a 24-month  toxicity  study  in  rats  at  dose  levels  ap- 
proximately 9 to  56  times  the  recommended  human 
dose,  benign  Leydig  cell  tumors  were  seen.  These 
were  common  In  both  the  treated  and  control 
groups,  and  the  incidence  became  significantly 
higher  only  in  the  aged  rats  receiving  Tagamet '. 

Pare  instances  of  cardiac  arrhythmias  and  hypoten- 
sion have  been  reported  following  the  rapid  admin- 
istration of  Tagamet'  HCI  / brand  of  cimetidine  hy- 
drochloride) injection  by  intravenous  bolus. 
Symptomatic  response  to  Tagamet'  therapy  does 
not  preclude  the  presence  of  a gastric  malignancy. 
There  have  been  rare  reports  of  transient  healing  of 
gastric  ulcers  despite  subsequently  documented  ma- 
lignancy. 

Reversible  confusional  states  have  been  reported  on 
occasion,  predominantly  in  severely  Hi  patients. 
Tagamet'  has  been  reported  to  reduce  the  hepatic 
metabolism  of  warfarin-type  anticoagulants,  pheny- 
toin,  propranolol,  chiordiazepoxide,  diazepam,  lido- 
caine,  theophylline  and  metronidazole.  Clinically  sig- 
nificant effects  have  been  reported  with  the 
warfarin  anticoagulants:  therefore,  dose  monitor- 
ing of  prothrombin  time  is  recommended,  and  ad- 
justment of  the  anticoagulant  dose  may  be  neces- 
sary when  Tagamet'  is  administered  concomitantly. 
Interaction  with  phenytoin,  lidocaine  and  theophyl- 
line has  also  been  reported  to  produce  adverse  clini- 
cal effects. 

However,  a crossover  study  in  healthy  subjects  re- 
ceiving either  Tagamet'  300  mg.  q.i.d.  or  BOO  mg. 
h.s.  concomitantly  with  a 300  mg.  b.i.d.  dosage  of 
theophylline  / Theo-Dur ®,  Key  Pharmaceuticals,  inc.j. 


demonstrated  less  alteration  in  steady-state  theo- 
phylline peak  serum  levels  with  the  BOO  mg.  h.s.  regi- 
men, particularly  in  subjects  aged  54  years  and  older. 
Data  beyond  ten  days  are  not  available.  I Note : AH 
patients  receiving  theophylline  should  be  monitored 
appropriately,  regardless  of  concomitant  drug  ther- 
apy.) 

Lack  of  experience  to  date  precludes  recommending 
Tagamet'  for  use  in  pregnant  patients,  women  of 
childbearing  potential,  nursing  mothers  or  children 
under  16  unless  anticipated  benefits  outweigh  po- 
tential risks:  generally,  nursing  should  not  be  under- 
taken in  patients  taking  the  drug  since  cimetidine  is 
secreted  In  human  milk. 

Adverse  Reactions:  Diarrhea,  dizziness,  somno- 
lence, headache,  rash.  Reversible  arthralgia,  myalgia 
and  exacerbation  of  joint  symptoms  in  patients  with 
preexisting  arthritis  have  been  reported.  Reversible 
confusional  states  /e.g„  mental  confusion,  agitation, 
psychosis,  depression,  anxiety,  hallucinations,  disori- 
entation), predominantly  in  severely  ill  patients, 
have  been  reported.  Gynecomastia  and  reversible 
impotence  in  patients  with  pathological  hypersecre- 
tory disorders  receiving  Tagamet',  particularly  in 
high  doses,  for  at  least  12  months,  have  been  re- 
ported. Reversible  alopecia  has  been  reported  very 
rarely.  Decreased  white  blood  cell  counts  in 
Tagamet  -treated  patients  / approximately  I per 
100,000  patients!.  Including  agranulocytosis  /ap- 
proximately 3 per  million  patients),  have  been  re- 
ported, including  a few  reports  of  recurrence  on  re- 
challenge. Most  of  these  reports  were  In  patients 
who  had  serious  concomitant  illnesses  and  received 
drugs  and/or  treatment  known  to  produce  neutrope- 
nia. Thrombocytopenia  /approximately  3 per  million 
patients ) and  a few  cases  of  aplastic  anemia  have 
also  been  reported,  increased  serum  transaminase 
and  creatinine,  as  well  as  rare  cases  of  fever,  intersti- 
tial nephritis,  urinary  retention,  pancreatitis  and  al- 
lergic reactions,  including  hypersensitivity  vascu- 
litis, have  been  reported.  Reversible  adverse  hepatic 
effects,  cholestatic  or  mixed  cholestatic- 
hepatocellular  in  nature,  have  been  reported  rarely. 
Because  of  the  predominance  of  cholestatic  features, 
severe  parenchymal  injury  is  considered  highly  un- 


likely. A single  case  of  biopsy-proven  peril 
hepatic  fibrosis  in  a patient  receiving  'Tagamet'  ha 
been  reported. 

How  Supplied:  Tablets:  200  mg.  tablets  in  bottles 
of  100;  300  mg.  tablets  In  bottles  of  100  and  Single 
Unit  Packages  of  100  /intended  for  Institutional  use 
only);  400  mg.  tablets  In  bottles  of  60  and  Single 
Unit  Packages  of  100  /intended  for  Institutional  use 
only),  and  800  mg.  TiitabP  tablets  in  bottles  of  30 
and  Single  Unit  Packages  of  WO  /intended  for  Insti- 
tutional use  only). 

Liquid:  300  mg./5  mi.,  in  B fl.  oz.  /237  ml.)  amber 
glass  bottles  and  In  single-dose  units  /300  mg./5  mi.). 
In  packages  of  10  /intended  for  institutional  use 
only). 

injection: 

Vials:  300  mg. 12  ml.  In  single-dose  vials,  in  packages 
of  10  and  30,  and  In  8 ml.  multiple-dose  vials,  in 
packages  of  10  and  25. 

Prefilled  Syringes:  300  mg./2  ml.  in  single-dose  pre- 
filled disposable  syringes. 

Plastic  Containers:  300  mg.  in  SO  ml.  of  0.9%  So- 
dium Chloride  in  single-dose  plastic  containers,  in 
packages  of  4 units.  No  preservative  has  been 
added. 

ADD-Vantage ®*  Vials:  300  mg./2  mi.  in  single-dose, 
ADD- Vantage*  Vials,  in  packages  of  25. 

Exposure  of  the  premixed  product  to  excessive  heat 
should  be  avoided,  it  is  recommended  the  product  be 
stored  at  controlled  room  temperature.  Brief  expo- 
sure up  to  40  °C  does  not  adversely  affect  the  pre- 
mixed product. 

Tagamet ' HCI  /brand  of  cimetidine  hydrochloride)  In- 
jection premixed  in  single-dose  plastic  containers  is 
manufactured  for  SK&F  Lab  Co.  by  Travenol  Labora- 
tories, Inc.,  Deerfield,  IL  60015. 

* ADD-Vantage9  Is  a trademark  of  Abbott  Laboratories. 
BRS-TO-.L73B  Date  of  Issuance  Apr.  19B7 

SK&F  LAB  CO. 

Cidra,  P.R.  00639 
©SK&F Lab  Co.,  1988 


In  peptic  ulcer: 

RELIEF 

REASSURANCE 

REWARD 


Tagamet 

brand  of 

First  to  Heal 


You'll  both 


A better  alternative 
for  hypertensives  who 
are  going  bananas ... 


5pare  your  patients  the  extra  cost- 
in  calories,  sodium  and  dollars. 

i 5pare  your  patients  the  rigors  of 
• dietary  f\+ supplementation. 


25mg  tlydrochloro  thiazide/50  mg  Tria  mteren  e/5  h F 


Effective  antihypertensive 
therapy...without 

bananas  - 

'DYAZIDE' AS  WRITTEN. 


without  a history  of  allergy  or  bronchial  asthma.  Possible 
exacerbation  or  activation  of  systemic  lupus  erythematosus  has 
been  reported  with  thiazide  diuretics. 

Precautions:  The  bioavailability  of  the  hydrochlorothiazide 
component  of  Dyazide'  is  about  50 % of  the  bioavailability  of  the 
single  entity.  Theoretically,  a patient  iranslerred  from  the  single 
entities  of  triamterene  and  hydrochlorothiazide  may  show  an 
increase  in  blood  pressure  or  fluid  retention.  Similarly,  it  is  also, 
possible  that  the  lesser  hydrochlorothiazide  bioavailability  could 
lead  to  Increased  serum  potassium  levels.  However,  extensive 
clinical  experience  with  ‘Dyazide ' suggests  that  these  conditions 
have  not  been  commonly  observed  in  clinical  practice.  Angio- 
tensin-converting enzyme  (ACE)  inhibitors  can  elevate  serum 
potassium:  use  with  caution  with  ‘Dyazide  '.  Do  periodic  serum 
electrolyte  determinations  (particularly  important  in  patients 
vomiting  excessively  or  receiving  parenteral  fluids,  and  during 
concurrent  use  with  amphotericin  B or  corticosteroids  or 
corticotropin(ACTHl).  Periodic  BUN  and  serum  creatinine 
determinations  should  be  made,  especially  in  the  elderly,  diabetics 
or  those  with  suspected  or  contirmed  renal  insufficiency. 
Cumulative  effects  of  the  drug  may  develop  in  patients  with 
impaired  renal  function.  Thiazides  should  be  used  with  caution  in 
patients  with  impaired  hepatic  function.  They  can  precipitate  coma 
in  patients  with  severe  liver  disease.  Observe  regularly  for  possible 
blood  dyscrasias.  liver  damage,  other  idiosyncratic  reactions. 
Blood  dyscrasias  have  been  reported  in  patients  receiving 
triamterene,  and  leukopenia,  thrombocytopenia,  agranulocytosis, 
and  aplastic  and  hemolytic  anemia  have  been  reported  with 
thiazides.  Thiazides  may  cause  manifestation  of  latent  diabetes 
mellitus.  The  elfects  of  oral  anticoagulants  may  be  decreased 
when  used  concurrently  with  hydrochlorothiazide;  dosage 
adjustments  may  be  necessary,  Clinically  insignificant  reductions 
in  arterial  responsiveness  to  norepinephrine  have  been  reported. 
Thiazides  have  also  been  shown  to  increase  the  paralyzing  effect 
of  nondepolarizing  muscle  relaxants  such  as  tubocurarine. 
Triamterene  is  a weak  folic  acid  antagonist.  Do  periodic  blood 
studies  in  cirrhotics  with  splenomegaly:  Antihypertensive  effects 
may  be  enhanced  in  post-sympathectomy  patients.  Use  cau- 
tiously m surgical  patients.  Triamterene  has  been  found  in  renal 
stones  in  association  with  the  other  usual  calculus  components. 
Therefore.  Dyazide  ‘ should  be  used  with  caution  in  patients  with 
histories  of  stone  formation.  A tew  occurrences  of  acute  renal 
failure  have  been  reported  in  patients  on.  ‘Dyazide  ’ when  treated 
with  indomethacin.  Therefore,  caution  is  advised  in  administering 
nonsteroidal  anti-inflammatory  agents  with  'Dyazide : The 


following  may  occur:  transient  elevated  BUN  or  creatinine  or  both, 
hyperglycemia  and  glycosuria  (diabetic  insulin  requirements  may  ■ 
be  altered),  hyperuricemia  and  gout,  digitalis  intoxication  (in 
hypokalemia),  decreasing  alkali  reserve  with  possible  metabolic 
acidosis.  'Dyazide ' interferes  with  fluorescent  measurement  of 
quinidine, /Hypokalemia is  Uncommon  with  'Dyazide',  but  should  it 
develop,  corrective  measures  should  be  taken  such  as  potassium 
supplementation  or  increased  dietary  intake  of  potassium-rich 
foods.  Corrective  measures  should  be  instituted  cautiously  and 
serum  potassium  levels  determined.  Discontinue  corrective 
measures  and  'Dyazide ' should  laboratory  values  reveal  elevated 
serum  potassium.  Chloride  deficit  may  occur  as  well  as  dilutional 
hyponatremia.  Concurrent  use  with  chlorpropamide  may  increase 
the  risk  of  severe  hyponatremia.  Serum  PBI  levels  may  decrease 
without  signs  of  thyroid  disturbance.  Calcium  excretion  is 
decreased  by  thiazides.  ‘Dyazide  ' should  be  withdrawn  before 
conducting  tests  tor  parathyroid  function.  Thiazides  may  add  to  or 
potentiate  the  action  of  other  antihypertensive  drugs.  Diuretics 
reduce  renal  clearance  of  lithium  and  Increase  the  risk  of  lithium 
toxicity. 

Adverse  Reactions:  Muscle  cramps,  weakness,  dizziness, 
headache,  dry  mouth;  anaphylaxis,  rash,  urticaria,  photosensi- 
tivity. purpura,  other  dermatological  conditions;  nausea  and 
vomiting,  diarrhea,  constipation,  other  gastrointestinal  distur- 
bances; postural  hypotension  (may  be  aggravated  by  alcohol, 
barbiturates,  or  narcotics).  Necrotizing  vasculitis,  paresthesias, 
icterus,  pancreatitis,  xanthopsia  and  respiratory  distress  including 
pneumonitis  and  pulmonary  edema,  transient  blurred  vision, 
sialadenitis,  and  vertigo  have  occurred  with  thiazides  alone. 
Triamterene  has  been  found  in  renal  stones  in  association  with 
other  usual  calculus  components.  Rare  incidents  of  acute 
interstitial  nephritis  have  been  reported.  Impotence  has  been 
reported  in  a few. patients  on  ‘Dyazide ',  although  a causal 
relationship  has  not  been  established. 

Supplied:  ‘Dyazide  ’ is  supplied  as  a red  and  white  capsule,  in 
bottles  of  1000  capsules;  Single  Unit  Packages  (unit-dose)  of 
100  ( intended  for  institutional  use  only);  in  Patient-Pak™  unit- 
of-use  bottles  ot  100. 
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Before  prescribing,  see  complete 
prescribing  information  in 
SK&F  CO.  literature  oaPDR. 
The  following  is  a brief  summary. 


WARNING 

This  drug  is  hot  indicated  for  initial  therapy  of  edema  or 
hypertension.  Edema  or  hypertension  requires  therapy 
titrated  to  the  individual:  If  this  combination  represents  the 
dosage  so  determined,  its  use  may  be  more  convenient  in 
patient  management.  - Treatment  of  hypertension  and  edem 
is  not  static,  but  must  be  reevaluated  as  conditions  in  each 


Contraindications:  Concomitant  use  with  other  potassium- 
sparing  agents  such  as  spironolactone  or  amiloride.  Further  use 
in  anuria.  prOQressive  renal  or  hepatic  dysfunction,  hyperkalemia. 
Pre-existing  elevated  serum  potassium.  Hypersensitivity  to  either 
component  or  other  sulfonamide-derived  drugs. 

Warnings:  Do  not  use  potassium  supplements,  dietary  or 
otherwise,  unless  hypokalemia  develops  or  dietary  intake  of 
potassium  is  markedly  impaired.  If  supplementary  potassium  is 
needed,  potassium  tablets  Should  not  be  used  Hyperkalemia  can 
occur,  and.  has  been  associated  with  cardiac  irregularities.  It  is  ;, 
more  likely  in  the  severely  ill,  with  urine  volume  less  than  one  liter/ 
day.  the  elderly  and  diabetics  with  suspected  or  confirmed  renal 
insufficiency.  Periodically,  serum  K'  levels  should  be  determined. 
If  hyperkalemia  develops,  substitute  a thiazide  alone,  restrict  K‘ . 
intake.  Associated  widened  ORS  complex  or  arrhythmia 
requires  prompt  additional  therapy.  Thiazides  cross  the  placental 
barrier  and  appear  in  cord  blood.  Use  in  pregnancy  requires 
weighing  anticipated  benefits  against  possible  hazards,  including 
fetal  or  neonatallauhdice,  thrombocytopenia,  other  adverse 
reactions  seen  in  adults.  Thiazides  appear  and  triamterene  may 
appear  in  breast  milk,  if  tlwir  use  is  essential,  the  patient  should 
stop  nursing.  Adequate  information  on  use  in  children  is  not  - 
available  Sensitivity  reactions  may  occur  in  patients  with  or 
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Robert  L.  Ferrell,  M.D.,  President,  South  Dakota 
State  Medical  Association 


The  Good  Doctor 

Would  the  good  doctor  explain  for  the  jury  . . . ? 
Or,  as  on  television  recentlly,  “What  was  the 
good  doctor  thinking  when 

How  many  times  have  you  heard  that  phrase?  It 
seems  we  are  hearing  it  all  too  often,  and  with  ever 
increasing  frequency.  The  distressing  part  is  that  the 
“good”  is  not  used  to  emphasize  the  quality  of  the 
doctor’s  character,  but  is  used  derisively,  indicating 
the  speaker’s  or  writers’  lack  of  respect  for  that 
physician  or  the  profession  of  medicine,  in  general. 
Doctor-bashing  has  become  a major  obsession  with 
government,  and  a favorite  sport  of  the  media  and 
those  who  would  be  physicians  without  benefit  of 
medical  school.  Why  has  all  this  come  about?  We 
are  quick  to  blame  the  press,  attorneys,  government 
and  television  (remember  Dr.  Kildare,  Ben  Casey, 
St.  Elsewhere  and  others).  To  an  extent,  each  of 
these  has  had  a share  in  the  current  climate  of  doc- 
tor-bashing, but  where  does  the  basis  for  bashing 
really  lie? 

We  can  almost  dismiss  all  forms  of  the  media  out 
of  hand,  because  of  a total  lack  of  a sense  of  re- 
sponsibility for  the  content  of  reporting  under  the 
“auspices”  of  the  First  Amendment  to  the  United 
States  Constitution.  Anyone  who  can  see  or  listen 
knows  better  than  to  believe  what  is  being  reported 
as  informational.  Sensationalism  sells.  Still,  when 
bombarded  constantly  with  the  negative  exceptions 
in  our  profession,  the  public  develops  the  concept 
of  “my  doctor  may  be  okay,  but  doctors  as  a group 
are.  ...”  Whatever  “are  . . .’’is,  you  can  bet  it 
is  not  good.  In  the  past,  we  frequently  heard  that 


phrase  applied  to  attorneys.  We  delight  in  their  cur- 
rent troubles  in  the  malpractice  arena  because  we 
blame  them  for  our  problems  in  this  area.  Are  we 
guilty  of  indicting  an  entire  profession  for  the  ac- 
tions of  a few?  Does  that  same  principle  not  apply 
to  us  in  Medicine? 

What  is  the  government’s  contribution  to  this 
doctor-bashing  scenario?  It  fits  our  purposes  to  say 
that  there  is  a conspiracy  to  destroy  the  medical 
profession,  but  to  do  so  is  to  imply  that  government 
is  capable  of  morals,  conscience  and  reasoning. 
Government  has  none  of  these  admirable  traits. 

Why  then,  do  we  feel  government  is  so  respon- 
sible for  our  plight?  Partly,  it  is  because  even  lessons 
learned  painfully  are  soon  forgotten  — government 
establishes  programs  without  regard  to  cost  or  con- 
sequence then  changes  the  rules  so  that  those  cheated 
appear  responsible  for  those  costs.  Through  history, 
government  has  learned  that  there  is  generally  some 
animosity  between  the  perceptions  of  upper  and 
lower  echelons  and  if  there  is  no  such  animosity,  it 
can  be  created  through  unfavorable  publicity  and 
innuendo.  We  see  how  successful  the  government 
has  been  in  the  attempt  by  Radiology  leadership  to 
cut  their  own  deal  with  the  Congress.  Is  Radiology 
more  or  less  important  than  Pathology,  Anesthe- 
siology, or  other  hospital-based  specialties,  that  they 
must  desert  their  brothers  in  Medicine  to  protect 
their  level  of  income?  Who  will  be  next? 

Since  the  Federal  Trade  Commission  entered  the 
medical  picture,  we  see  unbelievable  hucksterism 
and  greed  in  the  advertisement  of  physicians  from 
coast  to  coast.  Adding  a new  partner,  service  or 
location  to  a practice  are  all  valid  reasons  for  a bit 
of  self-promotion.  But  where  is  the  rock  some  of 
these  critters  crawled  from  under?  To  take  a pro- 
cedure, for  example  a rhinoplasty,  and  imply  a rev- 
olutionary new  development  called  “finesse”  or 
“refined  nasal  sculpting”  is  pure  garbage. 

We  have  media  battles  over  who  is  qualified  to 
do  liposuctions.  Who  do  these  factions  think  they 
are  kidding?  The  entire  public,  as  well  as  we  in  the 
profession,  see  this  as  an  economic  “turf  battle.” 
Such  battles  are  degrading  to  all  of  us. 

Additionally  on  the  national  level,  it  is  extremely 
disconcerting  to  see  primary  care  physicians  holding 
on  to  patients  much  longer  than  is  beneficial  to  those 
patients.  Are  we  so  distrusting  of  each  other  that 
some  of  us  feel  we  must  protect  our  patients  from 
other  specialists,  or  is  there  a more  sinister  eco- 
nomic factor  involved? 

It  is  difficult  to  believe  an  altruistic  motive  when 
specialties  generally  thought  of  as  non-surgical.  use 
(continued  next  page ) 
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withholding  of  referrals  as  a tool  to  force  otolar- 
yngologists to  teach  them  to  introduce  pressure 
equalization  tubes.  The  expertise  that  makes  this 
surgeon  and  procedure  appear  facile  is  derived  from 
years  of  practice  and  is  not  to  be  taken  lightly.  Those 
bailing-out  otolaryngology  residents  will  attest  to 
this. 

Where  is  some  of  our  most  vocal  criticism  aris- 
ing? Physicians  assistants,  nurse  practitioners  and 
nursing  all  are  quite  vocal  in  their  criticism  of  our 
practice  of  medicine.  The  altruistic  utilization  of  the 
services  of  these  disciplines  should  only  enhance 
our  image.  On  the  other  hand,  when  we  hire  them, 
teach  them  and  then  use  them,  not  as  a bona  fide 
extension  of  ourselves  but  exploiting  them  as  a means 
of  enhancing  our  income,  how  we  can  expect  them 
to  respect  us?  What  will  be  our  argument  when  they 
seek  not  only  economic  independence,  but  profes- 
sional independence? 

We  must  not  allow  ourselves  to  be  split  into  fac- 
tions and  destroy  ourselves  from  within.  We  must 
find  the  fortitude  to  sit  down  with  each  other  and 
discuss  our  differences  — philosophical  and  profes- 
sional, but  most  of  all  economic.  Do  ophthalmol- 
ogists, plastic  and  cardiovascular  surgeons,  anes- 
thesiologists, otolaryngologists,  orthopods, 
neurosurgeons,  cardiologists,  gastroenterologists, 
dermatologists  and  others  really  make  too  much 
money,  or  do  other  specialties  make  too  little?  I 
would  venture  to  say  that  we  know  too  little  of  the 
actual  charging  practices  of  specialties,  other  than 
our  own,  to  be  able  to  answer  those  questions.  We 
need  to  change  that  and  if  those  practices  will  not 
stand  the  light  of  day,  they  must  be  modified. 

I am  not  suggesting  that  everyone  in  Medicine 
be  paid  the  same.  Relative  responsibility  and  degree 
of  difficulty  must  be  considered.  Those  accepting 
the  most  difficult  problems,  and  developing  the 
highest  talents,  deserve  more  — but  how  much  more? 
I am  suggesting  that  unless  we  resolve  these  and  do 
it  soon,  that  it  will  shortly  be  done  for  us.  Our 
bickering,  jealousies  and  avarice  will  be  responsible 
for  the  collapse  and  fall  of  the  greatest  profession 
the  world  has  ever  known  — from  within. 

Are  we  too  far  gone  to  rescue  our  calling?  ■ 


YOCON 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine’s  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug . Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon*  is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac 

Contraindications:  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.12  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.1'3 
Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence. 1 '3-4  1 tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  % tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks.3 
How  Supplied:  Oral  tablets  of  Yocon’  1/12  gr.  5.4  mg  in 
bottles  of  100’s  NDC  53159-001-01  and  1000’s  NDC 
53159-001-10. 
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Editorials 


Medical  Malpractice  in 
South  Dakota 

Robert  E.  VanDemark  Sr.,  M.D.,  Editor 

Liability  problems  are  affecting  not  only  phy- 
sicians but  every  walk  of  life.  Ten  percent  of 
the  cost  of  every  new  car  is  for  future  liability  claims, 
and  in  this  litigenous  society,  it  will  increase.  Triple 
vaccine,  which  every  child  needs,  has  increased  in 
cost,  due  primarily  to  liability  claims,  and  is  now 
being  prepared  by  Lederle’s  who  has  become  self 
insured  and  provides  it  as  a public  service.  There 
is  no  guarantee  as  to  how  long  they  will  be  able  to 
continue. 

The  malpractice  crisis  in  Florida  has  become  so 
acute  that  a special  meeting  of  the  state  legislature 
has  been  called  after  no  doctor  could  be  found  to 
take  care  of  a head-injury  patient  who  subsequently 
died. 

Obstetrical  care  is  another  problem  in  which  law 
suits  associated  with  abnormal  children  have  be- 
come so  frequent  as  to  make  obstetrical  practice 
prohibitive  in  some  areas.  Yet  prospective  mothers 
need  care. 


Neither  the  insurance  companies  nor  the  medical 
profession  can  continue  under  this  legal  assault. 

The  South  Dakota  State  Medical  Association  and 
its  Professional  Liability  Commission  have  worked 
hard  and  long  to  meet  this  problem  in  their  delib- 
erations. A previous  legislative  session  saw  the  pas- 
sage of  a cap  of  1 million  dollars  for  all  damages. 
However,  the  mandatory  offset  of  payments  of  col- 
lateral sources  was  killed  in  legislature.  During  its 
present  (1988)  session,  the  legislature  has  consid- 
ered extending  the  statute  of  limitations  for  profes- 
sional malpractice  from  two  to  six  years.  This  pro- 
posed change  would  markedly  increase  malpractice 
insurance,  particularly  the  tail  coverage. 

South  Dakota  has  not  been  able  to  stem  the  tide 
of  increased  medical  lawsuits.  Decreased  claims  have 
occurred  in  Nebraska,  Indiana,  Illinois,  Utah,  Ohio, 
Kentucky  and  Tennessee  where  the  St.  Paul  Insur- 
ance Company  decreased  the  1988  liability  premi- 
ums. 

Until  the  people  of  South  Dakota  and  the  legis- 
lature realize  the  seriousness  of  the  situation,  we 
have  a real  problem  in  South  Dakota.  Visit  with 
your  patients  and  legislators  personally!  No  legis- 
lation can  compare  with  good  communication  with 
each  of  our  patients  and  a sincere  and  continued 
interest  in  them.  ■ 


South  Dakota  Society  Of 
Pathologists 


Officers  for  1987-88 
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The  focus  of  South  Dakota's  physician  peer  review  program  is  upon 
providing  good  patient  care.  Included  in  the  review  program  are 
medical  record  assessments  of  quality  of  care,  utilization  and  patient 
diagnosis  evaluation. 

True  peer  review  requires  the  participation  of  a wide  range  of  phy- 
sician advisors.  Urban,  rural,  primary  care  and  specialist  physicians 
are  all  needed  to  provide  review  in  a varied  number  of  clinical 
situations. 

South  Dakota's  peer  review  program  exists  only  through  the  partic- 
ipation of  South  Dakota  physicians.  To  assure  the  continuation  of  a 
true  physician  peer  review  program,  SDFMC  encourages  the  con- 
tinued support  and  willingness  of  the  South  Dakota  physicians  to 
serve  as  physician  advisors. 
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SOUTH  DAKOTA 


Informed  Consent:  Another  Look  at 
Disclosure 


This  paper  analyzes  the  nature  of  physician  disclosure  in  the  informed  consent  process 

Jerome  W.  Freeman,  MD,  FACP* 


ABSTRACT 

This  essay  seeks  to  analyze  informed  consent 
as  it  pertains  to  a specific  clinical  test  — intra- 
venous contrast  radiography.  The  extent  of  phy- 

INFORMED  CONSENT  IS  AN  IMPORTANT  element  of 
the  doctor-patient  relationship.  In  order  for  in- 
formed consent  to  be  achieved,  disclosure  must  take 
place.  The  patient  must  be  adequately  apprised  of 
the  indications  and  potential  risks  of  a proposed 
therapy  or  diagnostic  evaluation.  Clearly,  the  con- 
tent and  specificity  of  disclosure  varies  with  the 
procedure  in  question.  Nonetheless,  much  can  be 
learned  about  appropriate  disclosure  and  informed 
consent  by  analyzing  a specific  clinical  instance. 

Computerized  tomography  of  the  brain  (CT  scan) 
is  a test  which  lends  itself  well  to  such  analysis. 
Specifically,  in  the  case  of  the  CT  scan,  a deter- 
mination must  be  made  as  to  what  a patient  should 
be  told  about  potential  adverse  reactions  to  the  in- 
travascular (IV)  contrast  agent  employed.  Certainly 
the  risk  of  serious  adverse  side  effects  from  this 
type  of  testing  is  low.  Nausea  and  occasional  emesis 
occur  with  some  frequency.  Also  urticaria,  usually 
mild,  is  not  uncommon.  Persons  with  compromised 
renal  function  (especially  with  a creatinine  above 
2)  can  have  a worsening  of  their  renal  function,  and 
occasionally  severe  and  permanent  renal  impair- 
ment can  ensue.  A major  anaphylactic  reaction  and 
associated  life-threatening  complications  are  rare. 

As  a consultant  regularly  working  with  a large 
number  of  physicians  in  various  specialties,  it  has 
been  my  impression  that  the  degree  of  disclosure 
provided  the  patient  who  is  scheduled  for  a CT  scan 
varies  considerably.  While  some  physicians  rou- 
tinely discuss  the  nature  and  side  effects  of  this  type 


* Neurologist,  Neurology  Associates,  Sioux  Falls,  SD.  Direc- 
tor, Center  for  Biomedical  Ethics,  Sioux  Valley  Hospital. 


sician  disclosure  of  specific  side  effects  is  de 
bated. 


of  test  in  detail,  many  physicians  tell  their  patients 
very  little  about  the  specifics  of  proposed  testing. 
Indeed,  an  occasional  patient  has  indicated  to  me 
that  he  or  she  was  unaware  that  an  intravenous  in- 
jection would  be  given  until  the  test  was  begun. 
Arguably,  the  initial  and  primary  responsibility 
should  lie  with  the  attending  physician  who  deter- 
mines that  a test  is  indicated  and  orders  it  for  the 
patient.  However,  in  today’s  medical  practice  the 
responsibility  for  disclosure  may  fall  to  more  than 
one  physician  — e.g.  to  both  the  attending  physician 
and  the  radiologist  in  the  case  of  contrast  radiog- 
raphy. Spring  et  al.1  used  a detailed  questionnaire 
to  assess  the  degree  to  which  radiologists  obtained 
informed  consent  prior  to  the  administration  of  IV 
contrast  agents.  In  this  study,  66%  of  the  respond- 
ents indicated  that  they  obtained  no  specific  in- 
formed consent  before  the  procedure.  Moreover, 
one  half  of  those  who  did  provide  specific  disclosure 
to  the  patient  did  not  explicitly  discuss  the  possi- 
bility of  specific  major  adverse  reactions.  This  lack 
of  specific  disclosure  may  well  characterize  many 
attending  physician/patient  relationships  as  well. 


The  patient  must  be  adequately  apprised  of  the 
indications  and  potential  risks  of  a proposed 
therapy  or  diagnostic  evaluation. 


In  the  past,  I have  argued  that  adequate  disclosure 
was  satisfied  by  a description  of  the  nature  of  the 
test  (including  the  IV  injection),  the  common  side 
effects  one  can  see  (i.e.  nausea  and  vomiting  or 
urticaria),  and  by  the  mention  that  very  rarely  a 


MARCH  1 988 


19 


serious  allergic  reaction  can  take  place.  I have  fre- 
quently likened  this  latter  possibility  of  a serious 
allergic  reaction  to  the  rare  anaphylactic  reaction  to 
penicillin,  on  the  assumption  that  many  patients 
would  at  least  generally  understand  the  nature  of 
such  a possibility.  I have  not,  as  a rule,  specifically 
mentioned  the  possibility  of  life-threatening  com- 
plications or  death,  arguing  that  this  latter  possi- 
bility (about  one  in  50,000)  is  so  rare  as  to  not  be 
a material  or  meaningful  risk  to  the  patient.  Implicit 
in  this  stance  has  been  the  paternalistic  assumption 
on  my  part  that  some  medical  risks  are  so  remote 
as  to  not  warrant  explicit  disclosure.  In  this  context, 
I have  also  emphasized  that  total  disclosure  (i.e.  of 
all  conceivable  risks)  is  not  only  impractical,  but 
impossible,  given  the  wide  variety  of  various  side 
effects  that  may  have  been  reported  and  the  fact  that 
the  true  incidence  of  very  rare  complications  can 
often  not  be  accurately  estimated.  Also,  the  possi- 
bility of  a unique,  idiosyncratic  reaction  in  a given 
patient  always  exists. 


. . . the  degree  of  disclosure  provided  the  patient 
who  is  scheduled  for  a CAT  scan  varies  consid- 
erably. 


In  making  such  arguments  to  various  groups  over 
the  past  five  years,  I have  been  struck  by  the  fact 
that  reactions  to  these  issues  of  disclosure  often  vary 
depending  on  whether  or  not  the  individuals  are 
medically  sophisticated.  Specifically,  it  has  been 
my  impression  that  groups  of  physicians,  nurses  or 
medical  students  find  the  foregoing  disclosure  very 
adequate.  However,  my  lay  audiences  (which  have 
usually  taken  the  form  of  undergraduate  students 
enrolled  in  a biomedical  ethics  course)  have  fre- 
quently been  uncomfortable  with  the  notion  that  all 
potentially  serious  side  effects  might  not  be  specif- 
ically disclosed  by  the  physician.  In  this  regard,  I 
have  discussed  with  these  students  the  material  sig- 
nificance of  a 1 in  50,000  risk  (i.e.  of  death  from 
I.V.  contrast).  By  general  medical  standards,  this 
risk  is  an  exceedingly  low  one.  I have  speculated 
that  perhaps  one  has  a similar  or  higher  risk  of  major 
injury  in  a number  of  other  daily  activities,  such  as 
driving  on  an  interstate  highway  or  flying  in  an 
airplane.  This  type  of  reasoning  has  generally  swayed 
some  students,  but  a significant  number  have  still 
maintained  that  they  would  like  to  be  told  specifi- 
cally of  any  life-threatening  risk,  even  though  it 
might  be  a very  rare  one.  They  have  indicated  that 
they  would  prefer  to  make  their  own  judgement 
about  the  significance  of  the  possible  risk.  These 
discussions  have  proven  personally  relevant  to  a 
number  of  students  who  have  previously  undergone 


tests  with  I.V.  contrast.  Many  of  this  group  have 
acknowledged  in  class  that  they  recall  no  specific 
disclosure  of  potentially  serious  morbidity  or  death 
from  such  testing. 


. . . lay  audiences  . . . have  frequently  been  un- 
comfortable with  the  notion  that  all  potential  se- 
rious side  effects  might  not  be  specifically  dis- 
closed by  the  physician. 


Although,  as  physicians,  we  frequently  do  make 
valid  paternalistic  decisions,  I have  found  these  stu- 
dents impressions  about  what  should  be  disclosed 
by  the  physician  to  be  somewhat  unsettling.  In  ad- 
dition, my  anecdotal  experiences  with  I.V.  contrast 
testing  have  also  influenced  me.  In  my  practice,  I 
order  such  tests  daily,  and  indeed  see  very  little 
morbidity.  However,  I certainly  have  encountered 
individuals  who  have  developed  renal  failure  after 
this  type  of  testing.  I have  consulted  on  an  elderly 
woman  who  did  have  an  anaphylactic  reaction  im- 
mediately following  a CT  scan  and  ultimately  died. 
I have  had  two  patients  who  had  profound  allergic 
reactions  with  marked  hypotension,  but  who  re- 
covered uneventfully  with  treatment.  These  in- 
stances have  reinforced  for  me  the  fact  that  the  po- 
tentially serious  risks  of  this  type  of  testing  are  more 
than  just  remote,  theoretical  ones. 

In  the  context  of  this  issue  of  which  risks  the 
physician  should  disclose  to  the  patient,  I am  in- 
trigued by  a new  intravenous  contrast  consent  form 
recently  adopted  by  a radiology  group  in  Sioux  Falls.2 
This  form,  entitled  “Intravascular  Contrast  Study 
Information  Sheet  and  Consent,”  is  somewhat 
lengthy  and  certainly  detailed.  The  form  states  in 
part: 

“Intravascular  contrast  studies  require  that  a 
vein  or  an  artery  be  injected  with  a liquid.  This 
liquid,  sometimes  called  a ‘contrast  medium,’ 
makes  body  parts  and  structure  visible  by  x-ray 
photography. 

Occasionally  there  are  complications  and/or  re- 
actions associated  with  contrast  studies.  The  most 
common  is  discoloration,  bruising,  pain  and 
swelling  at  the  injection  site.  We  consider  this 
relatively  minor,  but  it  can  be  distressing  to  the 
patient. 

During  or  for  a few  minutes  after  the  injection 
of  the  contrast  medium,  you  may  experience  a 
sense  of  warmth  or  flushing  throughout  the  body 
and  have  an  unusual  taste  in  your  mouth.  Some- 
times a patient  feels  nauseous  or  vomits  during 
the  injection.  These  sensations  are  usually  brief 
in  duration  and  are  not  considered  a complication. 
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Occasionally  patients  suffer  mild  allergic  re- 
actions in  the  form  of  itching,  sneezing,  watering 
eyes  or  mild  hives.  Less  frequently,  wheezing 
and  a stuffy  nose  occur.  This  type  of  reaction 
usually  lasts  only  a short  while.  Please  inform  a 
member  of  the  radiology  team  immediately  if  you 
experience  these  symptoms. 

Serious  complications  occur  infrequently  (less 
than  one  in  10,000  examinations)  and  include 
serious  allergic  reactions,  drop  in  blood  pressure 
or  convulsions.  Other  serious  complications  in- 
clude severe  respiratory  distress  or  cardiovascular 
collapse  accompanied  by  shock.  Very  rarely  (in 
about  one  in  50,000  examinations),  these  or  a 
combination  of  these  complications  result  in 
death.  . . . 

You  will  be  asked  to  sign  this  form  authorizing 
us  to  perform  this  examination.  When  you  sign 
it,  you  acknowledge  that  you  understand  the  risks 
associated  with  the  procedure.  ...” 


The  use  of  a fairly  detailed  form  for  disclosure 
is  particularly  helpful  in  terms  of  providing  an 
informational  foundation,  which  the  physician 
can  edit  and  interpret  for  the  patient. 


Certainly  this  form  is  very  explicit  in  terms  of 
both  frequent  and  infrequent  (but  significant)  com- 
plications. The  information  is  provided  in  a fashion 
which  hopefully  reassures  the  patient  that  most  se- 
rious complications  are  indeed  rare.  A form  such 
as  this  does,  I believe,  respond  to  the  type  of  con- 
cerns for  disclosure  voiced  by  many  of  the  students 
and  other  non-medical  people  with  whom  I have 
discussed  these  issues. 

As  suggested  above,  this  type  of  information 
should  optimally  be  provided  initially  by  the  pa- 
tient’s own  physician.  The  use  of  a fairly  detailed 
form  for  disclosure  is  particularly  helpful  in  terms 
of  providing  an  informational  foundation  which  the 
physician  can  edit  and  interpret  for  the  patient.  The 
use  of  such  a form  relieves  the  physician  of  the 
burden  of  tediously  elaborating  a specific  list  of  side 
effects  to  the  patient  every  time  he  or  she  orders  a 
test  or  recommends  a therapy.  Rather,  the  physician 
can  focus  his  or  her  time  on  explaining  what  test 
or  treatment  is  planned,  why  it  is  proposed,  and 
what  possible  alternatives  exist.  The  physician  can 
give  the  patient  a perspective  on  any  potential  side 
effects  by  contrasting  whatever  risks  exist  with  the 
anticipated  benefits  of  the  test  or  therapy.  Whatever 
questions  the  patient  may  pose  can  be  addressed. 
And  finally,  in  this  role,  the  physician  can  make  a 
paternalistic  decision  as  to  whether  the  patient  un- 
derstands the  information/consent  form,  or  whether 


the  physician  must  edit  or  simplify  the  form’s  fac- 
tual information  in  order  for  the  patient  to  have  a 
meaningful  understanding  of  it.  Paternalism  in  this 
sense  would  seem  to  be  a complimentary  and  nec- 
essary part  of  the  disclosure  process.3 

SUMMARY 

Many  patients  want  explicit  factual  disclosure  of 
the  risks  of  major  side  effects,  even  when  the  sta- 
tistical chances  of  such  serious  problems  are  remote. 
A detailed  information/consent  form  can  provide 
such  a factual  basis.  Certainly,  such  a formal  dis- 
closure offers  the  physician  considerable  legal  pro- 
tection in  terms  of  possible  adverse  side  effects  oc- 
curring to  the  patient. 

More  importantly,  for  the  purposes  of  this  med- 
ical/ethical discussion,  this  type  of  disclosure  helps 
insure  that  the  patient  is  able  to  truly  make  an  au- 
tonomous, informed  choice  before  proceeding  with 
testing  or  treatment.  Such  disclosure  helps  establish 
honest  and  forthright  communication,  and  can  sig- 
nificantly enhance  the  quality  of  the  doctor/patient 
relationship. 
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Genera  i/Fesmily 

Practitioner 

PROGRESSIVE  COMMUNITY  in  Northeast 
South  Dakota  has  a position  open  for  a gen- 
eral practitioner  or  family  practitioner  for 
full  time  solo  practice.  Guaranteed  income 
plus  generous  benefits  including  paid  mal- 
practice. Satellite  clinic  to  multihospital  sys- 
tem. No  night  or  weekend  call.  Send  CV  to: 

Mr.  Kim  Erb,  Administrative  Director 
Clinical  Services 
1400-1  5th  Avenue,  NW 
Aberdeen,  SD  57401 
Phone:  (605)  622-3489 


Family  Practice 

Fantastic  opportunity  for  the  right 
physician!  New  7,000  sq.  ft.  multi- 
specialty clinic  opening  in  the  Fall  of  1988. 
Located  in  the  beautiful  mountain  lakeside 
resort  community  of  Wofford  Heights, 
California,  this  facility  will  have  office  and 
exam  space  for  four  physicians.  Included 
will  be  a Pharmacy,  full  Lab  and  X-Ray 
services.  Excellent  salary  plus  percentage 
of  out  and  in  patient  revenue.  No 
investment  by  the  physician.  Malpractice 
paid  in  full.  Excellent  benefit  package.  This 
is  a rare  opportunity  to  combine  a very 
attractive  lifestyle  and  an  excellent  practice 
opportunity.  We  are  seeking  to  contract 
for  physicians  now.  Call  Jack  Hicks,  (805) 
845-3731  for  details  or  write  to  P.O.  Box 
457,  Lamont,  CA  93241. 


OVRAFATE' 

(sucralfate) 


BRIEF  SUMMARY 


CONTRAINDICATIONS 

There  are  no  known  contraindications  to  the  use  of  sucralfate. 

PRECAUTIONS 

Duodenal  ulcer  is  a chronic,  recurrent  disease.  While  short-term  treatment 
with  sucralfate  can  result  in  complete  healing  of  the  ulcer,  a successful 
course  of  treatment  with  sucralfate  should  not  be  expected  to  alter  the 
post-healing  frequency  or  severity  of  duodenal  ulceration. 

Drug  Interactions:  Animal  studies  have  shown  that  the  simultaneous 
administration  of  CARAFATE  with  tetracycline,  phenytoin,  or  cimetidine  will 
result  in  a statistically  significant  reduction  in  the  bioavailability  of  these 
agents.  This  interaction  appears  to  be  nonsystemic  in  origin,  presumably 
resulting  from  these  agents  being  bound  by  CARAFATE  in  the  gastrointesti- 
nal tract.  The  bioavailability  of  these  agents  may  be  restored  simply  by 
separating  the  administration  of  these  agents  from  that  of  CARAFATE  by 
two  hours.  The  clinical  significance  of  these  animal  studies  is  yet  to  be 
defined. 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility:  No  evi- 
dence of  drug-related  tumorigenicity  was  found  in  chronic  oral  toxicity 
studies  of  24  months'  duration  conducted  in  mice  and  rats  at  doses  up  to  1 
gm/kg  (12  times  the  human  dose).  A reproduction  study  in  rats  at  doses  up 
to  38  times  the  human  dose  did  not  reveal  any  indication  of  fertility  impair- 
ment. Mutagenicity  studies  have  not  been  conducted. 

Pregnancy:  Pregnancy  Category  B Teratogenicity  studies  have  been 
performed  in  mice,  rats,  and  rabbits  at  doses  up  to  50  times  the  human  dose 
and  have  revealed  no  evidence  of  harm  to  the  fetus  due  to  sucralfate.  There 
are,  however,  no  adequate  and  well-controlled  studies  in  pregnant  women. 
Because  animal  reproduction  studies  are  not  always  predictive  of  human 
response,  this  drug  should  be  used  during  pregnancy  only  if  clearly  needed. 

Nursing  Mothers:  It  is  not  known  whether  this  drug  is  excreted  in 
human  milk.  Because  many  drugs  are  excreted  in  human  milk,  caution 
should  be  exercised  when  sucralfate  is  administered  to  a nursing  woman. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been 
established. 

ADVERSE  REACTIONS 

Adverse  reactions  to  sucralfate  in  clinical  trials  were  minor  and  only  rarely  led 
to  discontinuation  of  the  drug.  In  studies  involving  over  2,500  patients, 
adverse  effects  were  reported  in  121  (4.7%).  Constipation  was  the  most 
frequent  complaint  (2.2%).  Other  adverse  effects,  reported  in  no  more  than 
one  of  every  350  patients,  were  diarrhea,  nausea,  gastric  discomfort,  indi- 
gestion, dry  mouth,  rash,  pruritus,  back  pain,  dizziness,  sleepiness,  and  vertigo. 

DOSAGE  AND  ADMINISTRATION 

The  recommended  adult  oral  dosage  for  duodenal  ulcer  is  1 gm  four  times  a 
day  on  an  empty  stomach. 

Antacids  may  be  prescribed  as  needed  for  relief  of  pain  but  should  not 
be  taken  within  one-half  hour  before  or  after  sucralfate. 

While  healing  with  sucralfate  may  occur  during  the  first  week  or  two, 
treatment  should  be  continued  for  4 to  8 weeks  unless  healing  has  been 
demonstrated  by  x-ray  or  endoscopic  examination. 

HOW  SUPPLIED 

CARAFATE  (sucralfate)  1-gm  pink  tablets  are  supplied  in  bottles  of  100  and 
in  Unit  Dose  Identification  Paks  of  100.  The  tablets  are  embossed  with 
MARION/1712.  Issued  3/84 
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Specialized  ulcer  therapy 


When  advancing  age 
signals  reduced 

acid  secretion 


If  your  duodenal  ulcer  patient  is  over  55,  decreased 
mucosal  resistance  is  more  likely  to  cause  an  ulcer  than 
hypersecretion  of  acid-pepsin.1  A tendency  toward  lower 
acid  secretion  with  advancing  age  has  been  shown.23 


Declining  gastric  secretion  and  age 


Age  Group 


CARAFATE®  (sucralfate/Marion)  makes  sense  as 
initial  ulcer  therapy  for  the  elderly.  Carafate  provides  ulcer 


healing  rates  comparable  to  H,  antagonists  without  the 
risk  of  systemic  side  effects  or  drug  interactions— an  impor- 
tant benefit  for  older  patients. 

The  unique,  nonsystemic  action  of  Carafate  enhances 
the  body's  own  ulcer  healing  ability,  strengthening  the  muco- 
sal structure  as  it  protects  damaged  tissue  from  further  injury. 

When  advancing  age  signals  reduced  acid  secretion, 
choose  the  specialized  ulcer  therapy  of  safe,  nonsystemic 
Carafate. 


Nothing  works  like 


Carafate 

sucralfate/Marion 


Please  see  adjoining  page  for  references  and  brief  summary  of  prescribing  information. 
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IN  DIABETES  CARE 


First  hundreds... 


Then  thousands... 


Soon  more  than  a million. 

Soon  more  than  a million  insulin  users 
will  be  taking  Humulin. 

And  no  wonder.  Humulin  is  identical  to  the  insulin  produced 
by  the  human  pancreas— except  that  it  is  made  by  rDNA 
technology. 

Humulin  is  not  derived  from  animal  pancreases.  So  it  con- 
tains none  of  the  animal-source  pancreatic  impurities  that 
may  contribute  to  insulin  allergies  or  immunogenicity. 

The  clinical  significance  of  insulin  antibodies  in  the  com- 
plications of  diabetes  is  uncertain  at  this  time.  However,  high 
antibody  titers  have  been  shown  to  decrease  the  small 
amounts  of  endogenous  insulin  secretion  some  insulin 
users  still  have.  The  lower  immunogenicity  of  Humulin  has  been 
shown  to  result  in  lower  insulin  antibody  titers;  thus,  Humulin 
may  help  to  prolong  endogenous  insulin  production  in 
some  patients. 


Any  change  of  insulin  should  be  made  cautiously  and 
only  under  medical  supervision.  Changes  in  refinement, 
purity,  strength,  brand  (manufacturer),  type  (regular,  NPH, 
Lente®,  etc),  species/source  (beef,  pork,  beef-pork,  or 
human),  and/or  method  of  manufacture  (recombinant  DNA 
versus  animal-source  insulin)  may  result  in  the  need  for  a 
change  in  dosage. 
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Recurrent  Abdominal  Pain  Due  to 
Appendiceal  Obstruction  and  Its  Relief  by 
Appendectomy 


Evidence  that  recurrent  abdominal  pain  in  children  may  be  due  to  appendiceal  colic 
is  presented  and  the  indications  for  appendectomy  in  such  cases  are  given. 


William  Donnellan,  M.D.,  Ph.D. 


ABSTRACT 

Recurrent  abdominal  pain  in  children  of  ele- 
mentary school  age  may  present  a difficult  dif- 
ferential diagnostic  problem.  Chronic  abnor- 
mality of  the  appendix  as  a possible  cause  has 
generally  been  discounted.  There  is  however  a 
body  of  literature  suggesting  that  appendiceal 
colic  may  result  from  inspissated  feces  or  nar- 
rowing of  the  appendiceal  base  does  indeed  oc- 
cur. 

Data  from  thirty-two  such  young  patients  who 

Recurrent  abdominal  pain  is  a common  and 
troublesome  problem  during  childhood.  Dif- 
ferential diagnosis  is  extensive  and  includes  milk 
allergy,  mesenteric  adenitis,  acute  appendicitis, 
Henoch-Schonlein  purpura,  ovarian  torsion,  and 
emotional  difficulties.  (Table  I) 

The  possibility  that  recurrent  abdominal  pain  may 
originate  from  an  abnormal  appendix  is  often  dis- 
counted, since  operation  for  suspected  appendiceal 
abnormalities  has  carried  a significant  morbidity  and 
even  mortality  in  the  past.  For  that  reason,  surgical 
exploration  with  appendectomy  for  pain  alone  has 
been  deplored.  Nevertheless,  there  are  some  chil- 
dren in  whom  inspissated  stool  or  narrowing  of  the 
base  of  the  appendix  can  lead  to  recurrent  episodes 
of  colicky  or  continuous  abdominal  pain.  We  and 
others  have  termed  this  process  “obstructive  ap- 
pendicopathy”  or  appendiceal  colic.1' 2 It  is  the  pur- 
pose of  this  presentation  to  define  the  indications 
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were  treated  by  elective  appendectomy  are  re- 
ported by  the  author.  Representative  vignettes 
from  the  series  are  given  in  detail.  Positive  di- 
agnostic clues  were  most  often  noted  in  the  bar- 
ium enema  studies. 

Indications  for  a surgical  approach  for  chil- 
dren believed  to  have  “obstructive  appendi- 
eopathy”  are  defined.  The  author  also  describes 
his  recommended  technique  for  appendectomy 
in  children  with  this  disorder. 


TABLE  I 

SOME  CAUSES  OF  RECURRENT  ABDOMINAL 
PAIN  IN  CHILDREN 

Mesenteric  adenitis 

Chronic  simple  constipation 

Recurrent  urinary  tract  infection 

Irritable  bowel  syndrome 

Gynecologic  problems,  Mittelschmerz,  other 

Emotional  disorders 

Infectious  mononucleosis 

Obstructive  appendicopathy 

Inflammatory  bowel  disease 

Milk  allergy 

Sickle-cell  disease;  other  hematologic  disorders 

Malrotation  of  bowel 

Pancreatic  and/or  gallbladder  disease 


for  operation  in  such  children,  and  to  present  an 
approach  which  can  avoid  complications  and  re- 
lieves the  recurrent  pain  in  most  of  the  cases.  We 
report  some  of  the  different  types  of  presentation 
and  the  pathological  findings  in  five  representative 
cases,  and  relief  of  pain  in  31  of  32  children  treated 
by  selective  appendectomy. 
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CASE  REPORTS  ILLUSTRATING  THE 
SPECTRUM  OF  OBSTRUCTIVE 
APPENDICOPATHY 

1.  T.B. 

A 13  year-old  male  had  recurrent  abdominal  pain 
for  over  a year.  He  had  experienced  a slight  fever 
(100  degrees  F)  on  the  day  prior  to  being  seen.  A 
barium  enema  revealed  the  appendiceal  lumen  to  be 
irregular,  but  not  completely  obstructed.  At  oper- 
ation, the  appendix  was  very  long,  thickened,  and 
retrocecal.  Following  operation  the  patient  has  been 
entirely  pain-free  for  four  years  and  has  attended 
school  regularly. 

2.  S.S. 

A 13  year-old  girl  had  a four  month  history  of 
recurrent  abdominal  pain  and  bilious  vomiting.  This 
child  had  psychological  problems  because  of  small 
stature  and  a limp  due  to  cerebral  palsy.  She  carried 
a diagnosis  of  depression. 

Barium  enema  indicated  only  partial  filling  of  the 
appendix,  with  irregularity  of  the  mucosal  pattern. 
Because  of  the  barium  study,  severe  abdominal  pain 
with  many  of  the  attacks  of  vomiting,  and  signifi- 
cant leukocytosis  on  several  occasions,  an  appen- 
dectomy was  done  on  5-17-84;  (Figure  1).  The  pa- 
tient was  able  to  eat  normally  soon  after  the 
operation.  She  has  gained  weight  to  a present  weight 
of  92  pounds.  She  had  one  episode  of  vomiting  four 
months  after  the  operation;  when  her  family  had 
gastroenteritis.  She  became  anxious  and  depressed, 
believing  that  her  condition  had  returned;  these 
symptoms  were  relieved  by  counselling.  She  has 
had  no  nausea  or  vomiting  during  the  past  three 
years. 


Figure  1 

Opened  appendix  to  demonstrate  obstructing  inspissated 
fecal  material. 

3.  B.M. 

A 12  year-old  boy  was  seen  with  recurrent  ab- 
dominal pain  for  more  than  one  year;  and  a six  week 
period  of  variably  constant  abdominal  pain,  accom- 
panied by  nausea.  There  was  an  obvious  emotional 
component;  his  mother  had  been  divorced  when  he 
was  small,  and  she  and  the  new  husband  were  fre- 


quently away  from  home. 

The  boy  underwent  a number  of  studies.  The 
barium  enema  displayed  a very  narrow,  irregular 
appendix.  At  operation  there  was  moderate  injection 
of  the  appendix,  which  was  slightly  bulbous  at  the 
tip.  The  lumen  was  filled  with  thick  feces.  The 
pathologic  diagnosis  was  “early  acute  appendici- 
tis.” The  boy  has  been  pain-free  since  the  operation, 
but  continues  to  have  serious  psychological  mal- 
adjustment. 

4.  IJ. 

A 15  year-old  girl  was  admitted  with  umbilical 
and  epigastric  pain  along  with  nausea  and  vomiting. 
There  was  a history  of  recurrent  abdominal  pain  for 
one  year,  for  which  she  had  been  hospitalized  on 
several  occasions.  There  was  point  tenderness  in  the 
right  lower  quadrant;  white  cell  count  was  13,900. 

At  operation,  the  appendix  was  engorged  and  there 
was  a swelling  at  its  tip  which  measured  1.8  cm. 
in  diameter.  Pathological  examination  revealed  acute 
appendicitis  with  inflammation  of  the  submucosa 
and  the  muscularis.  The  swelling  was  a small  sub- 
mucosal carcinoid.  It  was  not,  however,  the  ob- 
structing element. 

5.  W.B. 

A 14  year-old  boy  was  admitted  with  severe  lower 
abdominal  pain.  His  primary  diagnosis  was  lupus 
erythematosus.  He  had  had  five  similar  episodes  of 
pain  within  the  past  year,  these  had  lasted  one  to 
two  days.  He  was  being  treated  with  prednisone  and 
other  medications  for  the  lupus. 

He  had  been  hospitalized  in  September,  1982,  for 
abdominal  pain,  and  had  a barium  enema  at  that 
time.  This  had  been  reported  normal.  Review  of  the 
films  however,  revealed  mid-appendiceal  enlarge- 
ment, with  incomplete  proximal  obstruction. 

At  operation  a perforated  appendix  with  a pro- 
truding fecalith  and  a peri-appendiceal  abscess  were 
found.  The  patient  received  broad  antibiotic  cov- 
erage and  made  an  uncomplicated  recovery.  He  has 
continued  free  of  abdominal  pain,  although  the  lu- 
pus continues  active. 

DISCUSSION 

All  of  the  children  in  this  series  were  eight  or 
more  years  old.  Chronic  abdominal  pain  in  younger 
children  is  rare,  and  usually  has  an  identifiable  cause. 
The  thirty-two  children  reported  here  represent  about 
six  percent  of  cases  in  an  experience  of  576  appen- 
dectomies during  the  period  197 1-1986.  This  is  sim- 
ilar to  that  reported  by  Savrin  et  al  in  a series  of 
225  patients  of  all  ages.3 

In  these  thirty-two  children  the  barium  enema 
demonstrated  an  abnormality  in  each  case.  Disten- 
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tion  of  the  distal  or  mid-portion  of  the  appendix  is 
classic  (Figure  2).  Failure  to  visualize  the  appendix 
is  not  necessarily  a sign  of  an  obstructed  appendix, 
since  the  appendiceal  lumen  normally  may  be  full 
of  fecal  material  at  various  times.  Contained  stool 
may  go  on  to  inspissation,  and  subsequent  devel- 
opment of  chronic  obstruction. 


Figure  2 

Distension  of  the  proximal  appendix  with  distal  beading  of 
inspissated  fecaliths. 


Prolonged  retention  of  barium  has  not  been  proven 
to  signify  pathologic  change  in  the  appendix.  How- 
ever, such  cases  should  be  watched  carefully  as 
subsequent  acute  appendicitis  is  not  infrequent.4  The 
barium  may  be  retained  because  of  fecal  inspissa- 
tion. If  the  base  of  the  appendix  is  seen,  but  there 
is  no  further  filling  of  the  lumen,  inspissated  stool 
or  a fecalith  are  likely  causes  of  the  symptoms  for 
which  the  barium  enema  was  done.5 

The  technique  of  the  barium  study  is  important. 
Preparation  of  the  colon  is  not  necessary.  One  im- 
portant cause  of  abdominal  pain  in  children,  aside 
from  obstruction  of  the  appendix,  is  simple  chronic 
constipation.  In  such  cases  the  masses  of  stool  are 
well-visualized  in  the  unprepared  colon.  Pressure 
on  the  cecum  and  fluoroscopic  visualization  in  an- 
tero-posterior,  oblique  and  lateral  views  are  impor- 
tant features  of  the  examination.  A retrocecal  lo- 
cation of  the  appendix,  with  fixation  along  the 
posterior  wall  of  the  right  colon,  not  infrequently 
contributes  to  obstructive  appendicopathy.6 

Some  possible  causes  for  obstruction  can  be  dem- 
onstrated after  removal  of  the  appendix.  The  prox- 
imal portion  of  the  appendix  may  be  partially  oc- 
cluded by  fibrosis  (Figure  3),  by  an  adhesive  or 
vascular  band  (Figure  4),  or  by  chronic  lymphatic 
hyperplasia.  Fecal  matter  may  be  forced  through  the 
narrowed  proximal  lumen  into  the  distal  appendix 
by  vigorous  colonic  peristalsis,  but  being  unable  to 
pass  out  becomes  gradually  inspissated.  Foreign 
bodies,  tumors  or  parasites  can  facilitate  this  proc- 


ess7'9 (Figure  5). 

We  believe  the  recurrent  pain  may  come  from 
peristaltic  activity  of  the  appendix  against  the  ob- 
struction — a source  of  appendiceal  colic.  Chronic 
round-cell  infiltration  of  the  wall  is  often  present. 


Figure  3 

Fibrosis  of  appendiceal  base,  with  almost  complete  occlu 
sion  of  the  lumen. 


Figure  4 

Marked  narrowing  of  base  of  appendix  by  an  occluding 
vascular  band. 


Figure  5 

Pinworms  in  the  lumen  of  an  obstructed  appendix. 
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This  may  go  on  to  fibrosis  with  dilatation  of  the 
distal  appendix  and  thinning  of  the  wall;  acute  ap- 
pendicitis may  occur. 

Many  of  these  appendices  have  been  regarded  as 
“ normal”  because  no  acute  inflammation  was  seen 
by  the  pathologist.  However,  it  does  appear  that 
non- inflammatory  changes  can  be  the  source  of  the 
symptoms.  Distention  of  the  appendiceal  lumen  and 
vigorous  peristalsis  against  an  obstruction  may  be 
the  cause  of  the  pain,  and  its  related  vasomotor  and 
gastrointestinal  symptoms  according  to  Bowers.10  It 
is  of  interest  that  abdominal  tenderness  can  be  lo- 
calized to  the  obstructed  appendix,  in  the  absence 
of  acute  inflammation. 

Schisgall  has  reported  the  largest  series  of  these 
cases;  1 15. 11  Our  findings  in  this  smaller  group  of 
32  are  similar  to  his.  In  these  32  patients,  in  addition 
to  inspissated  fecal  obstruction  or  massive  appen- 
diceal distention,  we  found  one  carcinoid  and  one 
patient  with  pinworms. 

According  to  Liebman,  of  patients  treated  by  ob- 
servation and  medical  measures,  only  a minority  are 
likely  relieved  of  their  pain  within  six  to  twelve 
months.12  Children  from  “painful  families”  are  un- 
likely to  improve  at  all.13  14  However  several  of  our 
patients  came  from  such  families,  and  all  but  one 
were  relieved  of  their  pain. 

We  believe  that  there  is  a pathologic  entity,  the 
obstructed  appendix,  which  has  not  been  well-rec- 
ognized. It  is  possible  to  remove  the  appendix  with- 
out exposing  the  small  bowel.  We  have  used  this 
approach  for  fourteen  years.15  The  incision  is  low 
and  cosmetic  (Figure  6),  and  it  excludes  all  viscera 
except  the  base  of  the  appendix  (Figure  7A,  7B). 
There  are  fewer  post-operative  complications  when 
the  appendix  is  intact  than  when  it  has  perforated, 
thus  it  seems  reasonable  to  proceed  to  an  elective 
appendectomy  if  the  clinical  picture  suggests  ob- 
structive appendicopathy. 

It  is  important  to  emphasize  that  not  all  children 
with  chronic  abdominal  pain  have  an  abnormal  ap- 
pendix. There  are  many  other  causes,  including 
malrotation  of  the  bowel,  and  colic  due  to  allergies 
or  poor  dietary  habits.  Most  of  these  can  be  diag- 
nosed by  a careful  history  and  physical  examination, 
a proctoscopy  and  a barium  enema. 16  When  no  other 
abnormality  is  found,  and  the  appendiceal  lumen  is 
irregular  or  absent,  children  with  recurrent  right 
lower  quadrant  pain  often  may  be  relieved  of  their 
symptoms  by  simple  appendectomy. 

CONCLUSION 

The  chronically-obstructed  appendix  can  give  rise 
to  recurring  abdominal  pain.  This  is  most  often  lo- 
calized to  the  right  abdomen,  but  may  occur  about 
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Figure  6 

The  inguinal  incision  for  appendectomy,  as  compared  to 
the  usual  McBurney  position.  Transverse  incisions  are  pre- 
ferred for  children. 


Figure  7a&b 

Only  the  base  of  the  appendix  is  visable  posteriorly  through 
the  inguinal  incision.  The  small  bowel  is  largely  excluded. 
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the  umbilicus.  Anorexia,  nausea  and  weight-loss 
may  accompany  the  recurring  bouts  of  pain.  Many 
such  children  tend  to  miss  a great  deal  of  school 
and  may  be  considered  psychological  cripples,  so 
the  possibility  of  organic  cause  for  their  problems 
is  discounted.  The  five  children  described  here,  and 
the  26  others  who  were  relieved  by  simple  appen- 
dectomy indicate  that  there  is  a wide  variety  of 
symptomatology,  and  that  prompt  improvement  may 
be  obtained  by  a judicious  appendectomy  in  care- 
fully-selected cases. 
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DOCTOR, 

is  it  time  for  a change? 

• You’re  spending  too  much  time  on  paperwork. 

• You  want  to  live  in  Europe,  not  just  vacation  there  for  a couple  of  weeks. 

• You  want  to  get  involved  with  academic  medicine,  full-time. 

• You  want  to  subspecialize,  but  can’t  support  your  family  on  a fellow’s  stipend. 

It’s  time  for  a change. 

If  you  are  seriously  considering  changing  your  situation,  you  owe  it  to  yourself  to 
consider  the  Army  Medical  Department.  We  have  an  amazingly  wide  variety  of  prac- 
tice situations  available  to  qualified  physicians.  Clinical  and  hospital-based  practices 
in  small  towns,  cities,  major  metropolitan  areas.  Sunbelt,  Snowbelt,  Europe, 
Asia,  Panama.  Full-time  academic  positions.  Full-time  research  and  development 
positions.  Fellowships  that  pay  like  practice  positions.  For  a confidential  evaluation, 
compensation  estimate,  and  vacancy  projection,  call 


Major  Mike  Edwards 
(816)  891-7720 

ARMY. 

BE  ALL  YOU  CAN  BE.  (Inquiries  held  in  strict  confidence;  position  guaranteed  before  commitment.) 
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Chief  Surgical  Service 

Phone:  (308)382-3660,  ext.  2306. 


Vanis  Pennington,  MD 

4001  W.  41st  St. 

Sioux  Falls,  SD 

I 

Drew  A.  Purdy,  MD 

Rapid  City  Medical  Ctr. 
PO  Box  6020 
Rapid  City,  SD 

Card 

Milton  E.  Skelly,  MD 

St.  Luke’s  Flospital 
Aberdeen,  SD 

Path 

Melanie  Webb,  DO 

825  E.  Eighth 
Winner,  SD  57580 

GP 

ASSOCIATE  MEMBERS 

Richard  B.  Allen 

3202  Frontier  PI. 
Rapid  City,  SD 

Student 

Gregory  Sperle,  MD 

2300  S.  Dakota  Ave. 
Sioux  Falls,  SD 

Resident 

■ 

Balkan  Trip 
For  Doctors 

Pillar’s  Travel,  Yankton,  SD  has 
space  on  a superb  customized 
Doctors  (all  specialties)  and 
spouses  tour  to  Eastern  Europe. 
Departing  May  23,  1988,  visiting 
eight  medical  centers  in 
Yugoslavia,  Hungary, 
Czechoslovakia,  East  Germany, 
Bulgaria  and  Poland  in  20  days. 
All  sightseeing,  many  unique 
extras.  Hosted  by  prominent 
Yankton  physician,  Dr.  & Mrs. 
Brooks  Ranney.  Earn  continuing 
education  credits.  Speakers 
needed.  Call  605-665-3596 
immediately  for  information  and 
brochure. 
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-Letters  To  The  Editor 


Marketing  Medicine 

Market  share,  perceived  image,  networking 
and  satellite  clinics  are  all  terms  that  were 
foreign  to  the  medical  community  several  years  ago. 
The  “business”  of  medicine  has  descended  upon 
us.  We  now  find  ourselves  spending  as  many  hours 
listening  to  the  message  of  the  business  community 
as  we  do  our  own  professional  societies.  They  are 
preaching  increased  visibility,  market  share  and  in- 
creased profits  with  the  enthusiasm  of  the  itinerant 
revival  minister. 

While  digesting  this  economic  jargon,  the  ques- 
tion, “How  do  I maintain  a truly  professional  prac- 
tice?” raises  itself  frequently.  We  must  answer  to 
these  non-medical  people  preaching  us  the  gospel 
on  how  to  practice  medicine.  We  need  patients;  but 
we  want  to  keep  a professional  perspective  on  how 
to  maintain  our  practice. 

We  might  be  compared  to  the  politician  who  has 
the  true  qualities  of  a statesman.  He  has  high  ideals 
but  falls  short  of  the  mark  because  he  lives  out  his 
term  in  office  securing  votes  for  the  next  election. 
The  physician  who  concentrates  solely  on  securing 
new  patients  falls  short  of  the  traditional  values  of 
the  medical  profession. 

Recently,  I attended  a meeting  at  which  a number 
of  medical  doctors  had  to  deal  with  a business  prob- 
lem. Through  our  specialty  society,  we  were  en- 
trusted with  a responsibility  for  the  publication  of 
a medical  journal.  Publication  costs  had  risen  and 
decisions  had  to  be  made  on  how  to  continue  pub- 
lication in  a responsible  manner. 

At  a meeting  such  as  this,  one  may  expect  any 
number  of  discussions  on  market  share,  advertising 
and  cost  containment.  Much  to  my  surprise  and 
delight,  the  discussion  centered  instead  on  two  broad 
avenues  of  thought. 

The  issues  raised  were  “How  can  we  produce 
the  best  journal  both  in  content  and  readability?” 
and  “How  can  we  produce  a journal  in  a prudent 
manner  that  will  be  available  to  the  most  readers 
regardless  of  their  ability  to  pay?” 

After  emerging  from  the  smoke-filled  rooms  of 
the  medical  marketers,  this  attitude  was  a breath  of 
fresh  air.  It  also  caused  me  to  think  that  some  guide- 
lines in  evaluating  the  marketing  ploys  of  the  med- 
ical “business”  community  would  be  helpful. 

The  search  for  guidelines  centered  on  two  ques- 
tions to  be  asked  of  every  marketing  ploy  that  is 
advanced. 

1 . How  is  this  act,  or  maneuver,  going  to  help 


maintain  or  improve  the  health  of  my  patient? 
2.  How  will  this  act  improve  the  art  and  science 
of  medicine  and  thereby  support  question 
number  one? 

If  these  two  questions  cannot  be  answered  in 
the  affirmative,  then  the  act  or  maneuver  should 
be  seriously  questioned.  We  all  need  the  business 
community  for  help  in  our  medical  practice;  but 
rather  then  political  maneuvering,  let  us  make 
our  case  for  statesmanship.  ■ 

H.  Phil  Gross,  M.D. 

Orthopedics  Associates  Ltd. 

Sioux  Falls,  SD 


Physicians  Needed 

General  Surgeon,  Family  Practitioner  and 
Internist  to  join  eight  doctor  clinic  in  Cloquet, 
MN,  a community  of  12,000  (30,000  service 
area),  located  20  minutes  from  Duluth-Su- 
perior. Clinic  facility  is  located  one  block 
from  modern,  well  equipped  77-bed  hospi- 
tal. Cloquet  enjoys  a stable  economy  (forest 
.products).  Additionally,  our  community  is 
noted  for  its  excellent  school  system.  First 
year  salary  guarantee,  paid  malpractice, 
health  and  disability  insurance,  vacation  and 
study  time. 

Contact:  John  Turonie,  Administrator 
Raiter  Clinic,  LTD 
417  Skyline  Boulevard 
Cloquet,  MN  55720 
Phone:  (218)  879-1271 


MARCH  1 988 
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— Future  Meetings 

April 

Central  Plains  Oink  Ninth  Annual  Symposium,  “Topics 
in  Clinical  Medicine,”  Ramkota  Inn,  Sioux  Falls,  SD,  Apr. 
8-9.  10  hrs.  AMA  Category  I credit.  Contact:  Michael  R. 
Ferrell,  MD,  Central  Plains  Clinic,  2727  S.  Kiwanis  Ave., 
Sioux  Falls,  SD  57105.  Phone:  (605)  331-3490. 

Third  Annual  South  Dakota  Rural  Health  Conference, 
Ramkota  Inn,  Pierre,  SD,  April  14-16.  AMA  Category  I 
credit  avail.  Contact:  Bemie  Osberg,  Ctr.  for  Health  Policy 
& Stats.,  SD  Health  Dept.,  523  E.  Capitol,  Pierre,  SD  57501. 
(605)  773-3693. 

May 

5th  Annual  Symposium  on  Gynecologic  Oncology,  Radisson 
Univ.  Hotel,  Minneapolis,  MN,  May  17.  Contact:  CME,  U. 
of  Minn.,  Box  202  UMHC,  420  Delaware  St.,  SE,  Min- 
neapolis, MN  55455.  Phone:  (612)  626-5525. 

Current  Concepts  in  Radiation  Therapy,  Mayo  Aud.,  U.  of 
Minn.,  Minneapolis,  MN,  May  18-20.  Contact:  CME,  U. 
of  Minn.,  Box  202  UMHC,  420  Delaware  St.,  SE,  Min- 
neapolis, MN  55455.  Phone:  (612)  626-5525. 

international  Mucopolysaccharidosis,  Radisson  Univ.  Hotel, 
Minneapolis,  MN,  May  20-22.  Contact:  CME,  U.  of  Minn., 
Box  202  UMHC,  420  Delaware  St.,  SE,  Minneapolis,  MN 
55455.  Phone:  (612)  626-5525. 

June 

Maxillofacial  Trauma,  Hlth.  Sciences  Ctr.,  U.  of  Minn.,  Min- 
neapolis, MN,  June  3-5.  Contact:  CME,  U.  of  Minn.,  Box 
202  UMHC,  420  Delaware  St..  SE,  Minneapolis,  MN  55455. 
Phone:  (612)  626-5525. 


World  Med  '88,  Hyatt  Regency  Hotel,  Minneapolis,  MN,  June 
8-10.  Contact:  CME,  U.  of  Minn.,  Box  202  UMHC,  420 
Delaware  St.,  SE,  Minneapolis,  MN  55455.  Phone:  (612) 
626-5525. 

Computer  Based  Medical  Systems,  Hyatt  Regency  Hotel, 
Minneapolis,  MN,  June  8-10.  Contact:  CME,  U.  of  Minn., 
Box  202  UMHC,  420  Delaware  St.,  SE,  Minneapolis,  MN 
55455.  Phone:  (612)  626-5525. 

Orthopaedic  Surgery  Review,  Radisson  Plaza  Hotel,  Min- 
neapolis, MN,  June  8-11.  Contact:  CME,  U.  of  Minn.,  Box 
202  UMHC,  420  Delaware  St.,  SE,  Minneapolis,  MN  55455. 
Phone:(612)626-5525. 

AIDS  and  Infectious  Disease  Update,  Hilton  Resort,  South 
Padre  Island,  TX,  June  16-18.  Fee:  $225.  16  hrs.  CME 
credit.  Contact:  Scott  and  White,  Off.  of  CME,  2401  S.  31st 
St.,  Temple,  TX  76508.  Phone:  (817)  774-2350. 

The  Eleventh  Annual  Black  Hills  Seminar  on  Advances  in 
Clinical  Pediatrics,  Sylvan  Lake  Resort,  Custer,  SD,  June 
22-24.  Contact:  Lawrence  Wellman,  MD,  CME  Proe.  Coord., 
USD  School  of  Med. , PO  Box  5039,  Sioux  Falls,  SD  57 1 1 7- 
5039.  Phone:  (605)  333-7178. 

July 

AIDS  Provider  Education  Experience,  a three  week  course 
offered  by  the  Univ.  of  Calif.,  San  Francisco  and  San  Fran- 
cisco General  Hospital  in  July,  November  and  February, 
1989.  Up  to  approx.  120  CME  credit.  Fee:  $750  for  private 
phys.  Contact:  Jeffrey  Hanson,  AIDS  Educ.  Prog.  Coord., 
San  Francisco  General  Hospital,  1001  Potero  Ave.,  Ward 
84,  San  Francisco,  CA  94110.  Phone:  (415)  821-3174.  ■ 


CENTRAL  PLAINS  CLINIC 
NINTH  ANNUAL  SYMPOSIUM 

Topics  in  Clinical  Medicine 
April  8 & 9,  1988 

Ramkota  Inn 

Sioux  Falls,  South  Dakota 


Contact: 

Michael  R.  Ferrell,  M.D. 
2727  S.  Kiwanis  Avenue 
Sioux  Falls,  SD  57105 

Phone: (605)  331-3490 


The  Eleventh  Annual 
Black  Hills  Seminar 

The  Eleventh  Annual  Black  Hills 
Seminar  on  Advances  in  Clinical  Pe- 
diatrics — June  22,  23  and  24,  1988, 
at  Sylvan  Lake  Resort,  Custer,  South 
Dakota,  sponsored  by  the  Department 
of  Pediatrics  and  Adolescent  Medicine, 
University  of  South  Dakota  School  of 
Medicine.  Guest  faculty  includes:  Drs. 
James  W.  Bass,  Charles  D.  Bluestone, 
Allen  Erenberg,  Gerald  S.  Golden  and 
Christopher  Green.  For  complete  con- 
ference information,  contact: 

Lawrence  R.  Wellman,  M.D. 

CME  Program  Coordinator 
USD  School  of  Medicine 
1100  S.  Euclid,  P.O.  Box  5039 
Sioux  Falls,  SD  57117-5039 
605-333-7178 
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YOUR  ROCHE  REPRESENTATIVE 
WOULD  LIKE  YOU  TO  HAVE 
SOMETHING  THAT  WILL... 


. . . improve  patient  satisfaction  with  office  visits 
. . . improve  patient  compliance  with  your  instructions 
. . . reduce  follow-up  calls  to  clarify  instructions 


The  new  Roche  product  books 

• Offer  a supplement  to,  not  a substitute  for,  patient  contact 

• Support  your  specific  instructions  to  the  patient 

• Provide  a long-term  reinforcement  of  your  oral  counseling 

Because  you  are  the  primary  source  of  medical  information  for  your  patients, 
we  invite  you  to  look  over  the  Roche  Product  Booklets  shown  below  and  ask 
your  Roche  representative  for  a complimentary  supply  of  those  applicable  to 
your  practice. 


ROCHE 

MEDICATION 

ME 

EDUCATION 


Medicines  that  matter  from  people  who  care 


copinwro 

niam 


Presenting 

the  winners  of  the  1988 

Roche  President’s  Achievement  Awards 


T3 

a. 


Roche  Laboratories  is  proud  to  honor  these  outstanding  sales  representatives, 
chosen  for  their  unparalleled  dedication  to  the  health-care  field,  professionalism 
and  consistent  high  level  of  performance.  Please  join  us  in  congratulating  these 
exceptional  individuals. 


Elizabeth  K.  Braunstein 


John  M.  Kavanaugh 


Turn  to  the  preceding  page  and  find  out  how  your  award-winning 
Roche  representative  can  help  both  you  and  your  patients. 


University  of  Marvland 
Health  Sciences  Library 
111  S.  Greene  St. 
Baltimore,  MD  21201 


Heterotopic  Ossification  of  Hip 
Musculature  Heralded  by  Phlebitis 

Impaired  Free  Water  Clearance: 

A Common  Problem  in  the  Elderly 

USD  School  of  Medicine 
The  Relation  Between  Rapid-Cycling 
Cyclothymia  and  Bulimia;  Case  Reports 
of  Two  Women 


Published  Monthly  by  the  S.D.  State  Medical  Assn 


Volume  41  April  1988  Number  4 


C.  O.  B. 

COORDINATION  OF  BENEFITS 

Double  payment  of  medical  claims  can  cost  thousands  of 
dollars  each  year.  With  the  increasing  number  of  working 
couples  there  is  a chance  they  are  covered  by  each  other's 
group  policy.  Often  neither  health  carrier  is  aware  of  the 
other,  which  results  in  double  payment  of  claims. 

By  screening  incoming  claims,  contacting  physician 
offices  and  corresponding  with  our  subscribers,  we  can  find 
out  if  an  individual  is  covered  by  more  than  one  group 
policy.  Blue  Shield  works  with  health  carriers  across  the 
country  to  coordinate  health  coverage  benefits  and  make 
sure  claims  are  divided  fairly  between  us,  butonly  paid  once. 

C.O.B.  insures  that  the  third  party  payment  does  not  ex- 
ceed the  physician's  total  charge  and  prevents  the  subscriber 
from  making  a profit  on  medical  services.  With  the  coopera- 
tion of  South  Dakota  physicians,  our  Coordination  of  Ben- 
efits program  reduced  multiple  payments  in  1987  by 
$537,381. 

C.O.B. , it's  one  ofthe  cost  containment  methods  we  use  to 
hold  down  premiums  and  that  benefits  all  of  us. 


South  Dakota  Blue  Shield 

1601  West  Madison  Street  • Sioux  Falls,  South  Dakota  57104  • (605)  336-1976 

® Registered  Trademark  ofthe  Blue  Cross  and  Blue  Shield  Association 


Expect  tor 

NEXT  PATIENT  ON 
INDERAE  LA  TO... 


(PROPRANOLOL  HCI) 

LONG  ACTING  CAPSULES  60,  80,  120,  160  mg 


Please  see  brief  summary  of  prescribing  information. 
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. . .like  the  more  than  one  million  patients  who  have 
received  INDERA15  LA. 


In  a recent  survey,  4,120  participating  physicians  gave 
us  their  views1  on  INDERAL  LA  in  the  treatment  of 
hypertension,  angina  and  migraine. 

inderal  la  is  their  preferred 
beta  blocker 

. . .of  the  nearly  three  out  of  four  physicians  responding 
to  the  questionnaire,  an  impressive  97%  rated  INDERAL 
LA  good  to  excellent  for  overall  performance.  Virtually  all 
cited  efficacy,  tolerability,  long-term  cardiovascular  pro- 
tection and  once-daily  convenience  as  important  factors 
in  their  choosing  to  prescribe  INDERAL  LA. 

inderal  la  promotes  patient 
compliance 

. . .Virtually  every  responding  physician  rated  patient  sat- 
isfaction with  INDERAL  LA  to  be  as  good  as,  or  better 
than,  other  beta  blockers. 


Like  conventional  INDERAL  Tablets,  INDERAL  LA  should  not  be  used  in  the  presence 
of  congestive  heart  failure,  sinus  bradycardia,  cardiogenic  shock,  heart  block 
greater  than  first  degree  and  bronchial  asthma. 
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(FKOPRAMXa  HCI)  


LONG  ACTING 
CAPSULES 
60,80,120, 160  mg 


The  one  you  know  best 
keeps  looking  better 

Please  see  next  page  for  brief  summary  of  prescribing  information. 
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The  one  you  know  best 
keeps  looking  better 


BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION,  SEE  PACKAGE  CIRCULAR.) 


INDERAL"1  LA  brand  of  propranolol  hydrochloride  (Long  Acting  Capsules) 

DESCRIPTION.  INDERAL  LA  is  formulated  to  provide  a sustained  release  of  propranolol  hydro- 
chloride. INDER  AL  LA  is  available  as  60  mg,  80  mg,  120  mg,  and  160  mg  capsules. 

CLINICAL  PHARMACOLOGY.  INDERAL  is  a nonselective,  beta-adrenergic  receptor-blocking 
agent  possessing  no  other  autonomic  nervous  system  activity.  It  specifically  competes  with  beta-ad- 
renergic receptor-stimulating  agents  for  available  receptor  sites.  When  access  to  beta-receptor  sites 
is  blocked  by  INDERAL,  the  chronotropic,  inotropic,  and  vasodilator  responses  to  beta- 
adrenergic  stimulation  are  decreased  proportionately. 

INDERAL  LA  Capsules  (60,  80,  120,  and  160  mg)  release  propranolol  HCI  at  a controlled  and 
predictable  rate.  Peak  blood  levels  following  dosing  with  INDERAL  LA  occur  at  about  6 hours  and  the 
apparent  plasma  halt-life  is  about  10  hours.  When  measured  at  steady  state  over  a 24-hour  period  the 
areas  under  the  propranolol  plasma  concentration-time  curve  (AUCs)  for  the  capsules  are  approxi- 
mately 60%  to  65%  of  the  AUCs  for  a comparable  divided  daily  dose  of  INDERAL  Tablets.  The  lower 
AUCs  for  the  capsules  are  due  to  greater  hepatic  metabolism  of  propranolol,  resulting  from  the  slower 
rate  of  absorption  of  propranolol.  Over  a twenty-four  (24)  hour  period,  blood  levels  are  fairly  constant 
for  about  twelve  (12)  hours  then  decline  exponentially. 

INDERAL  LA  should  not  be  considered  a simple  mg-for-mg  substitute  for  conventional  propranolol 
and  the  blood  levels  achieved  do  not  match  (are  lower  than)  those  of  two  to  four  times  daily  dosing 
with  the  same  dose.  When  changing  to  INDERAL  LA  from  conventional  propranolol,  a possible  need 
for  retitration  upwards  should  be  considered  especially  to  maintain  effectiveness  at  the  end  of  the 
dosing  interval.  In  most  clinical  settings,  however,  such  as  hypertension  or  angina  where  there  is  little 
correlation  between  plasma  levels  and  clinical  effect,  INDERAL  LA  has  been  therapeutically  equiva- 
lent to  the  same  mg  dose  of  conventional  INDERAL  as  assessed  by  24-hour  effects  on  blood  pressure 
and  on  24-hour  exercise  responses  of  heart  rate,  systolic  pressure,  and  rate  pressure  product. 
INDERAL  LA  can  provide  effective  beta  blockade  for  a 24-hour  period. 

INDICATIONS  AND  USAGE.  Hypertension:  INDERAL  LA  is  indicated  in  the  management  of 
hypertension;  it  may  be  used  alone  or  used  in  combination  with  other  antihypertensive  agents, 
particularly  a thiazide  diuretic.  INDERAL  LA  is  not  indicated  in  the  management  of  hypertensive 
emergencies. 

Angina  Pectoris  Due  to  Coronary  Atherosclerosis:  INDERAL  LA  is  indicated  for  the 
long-term  management  of  patients  with  angina  pectoris. 

Migraine:  INDERAL  LA  is  indicated  for  the  prophylaxis  of  common  migraine  headache.  The 
efficacy  of  propranolol  in  the  treatment  of  a migraine  attack  that  has  started  has  not  been  established 
and  propranolol  is  not  indicated  for  such  use. 

Hypertrophic  Subaortic  Stenosis:  INDERAL  LA  is  useful  in  the  management  of  hypertrophic 
subaortic  stenosis,  especially  for  treatment  of  exertional  or  other  stress-induced  angina,  palpitations, 
and  syncope.  INDERAL  LA  also  improves  exercise  performance.  The  effectiveness  of  propranolol 
hydrochloride  in  this  disease  appears  to  be  due  to  a reduction  of  the  elevated  outflow  pressure 
gradient  which  is  exacerbated  by  beta-receptor  stimulation.  Clinical  improvement  may  be  temporary. 

CONTRAINDICATIONS.  INDERAL  is  contraindicated  in  1)  cardiogenic  shock;  2)  sinus  bradycar- 
dia and  greater  than  first-degree  block;  3)  bronchial  asthma;  4)  congestive  heart  failure  (see  WARN- 
INGS) unless  the  failure  is  secondary  to  a tachyarrhythmia  treatable  with  INDERAL. 

WARNINGS.  CARDIAC  FAILURE:  Sympathetic  stimulation  may  be  a vital  component  supporting 
circulatory  function  in  patients  with  congestive  heart  failure,  and  its  inhibition  by  beta  blockade  may 
precipitate  more  severe  failure.  Although  beta  blockers  should  be  avoided  in  overt  congestive  heart 
failure,  if  necessary,  they  can  be  used  with  close  follow-up  in  patients  with  a history  of  failure  who  are 
well  compensated  and  are  receiving  digitalis  and  diuretics.  Beta-adrenergic  blocking  agents  do  not 
abolish  the  inotropic  action  of  digitalis  on  heart  muscle. 

IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE,  continued  use  of  beta  blockers  can,  in 
some  cases,  lead  to  cardiac  failure.  Therefore,  at  the  first  sign  or  symptom  of  heart  failure,  the  patient 
should  be  digitalized  and/or  treated  with  diuretics,  and  the  response  observed  closely,  or  INDERAL 
should  be  discontinued  (gradually,  if  possible). 

IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbation  of  angina  and, 
in  some  cases,  myocardial  infarction,  following  abrupt  discontinuance  of  INDERAL  therapy. 
Therefore,  when  discontinuance  of  INDERAL  is  planned,  the  dosage  should  be  gradually  re- 
duced over  at  least  a few  weeks,  and  the  patient  should  be  cautioned  against  interruption  or 
cessation  of  therapy  without  the  physician's  advice.  If  INDERAL  therapy  is  interrupted  and 
exacerbation  of  angina  occurs,  it  usually  is  advisable  to  reinstitute  INDERAL  therapy  and  take 
other  measures  appropriate  for  the  management  of  unstable  angina  pectoris.  Since  coronary 
artery  disease  may  be  unrecognized,  it  may  be  prudent  to  follow  the  above  advice  in  patients 
considered  at  risk  of  having  occult  atherosclerotic  heart  disease  who  are  given  propranolol  for 
other  indications. 


Nonallergic  Bronchospasm  (eg,  chronic  bronchitis,  emphysema)  — PATIENTS  WITH 
BRONCHOSPASTIC  DISEASES  SHOULD  IN  GENERAL  NOT  RECEIVE  BETA  BLOCKERS.  INDERAL 
should  be  administered  with  caution  since  it  may  block  bronchodilation  produced  by  endogenous 
and  exogenous  catecholamine  stimulation  of  beta  receptors. 

MAJOR  SURGERY:  The  necessity  or  desirability  of  withdrawal  of  beta-blocking  therapy  prior  to 
major  surgery  is  controversial.  It  should  be  noted,  however,  that  the  impaired  ability  of  the  heart  to 
respond  to  reflex  adrenergic  stimuli  may  augment  the  risks  of  general  anesthesia  and  surgical 
procedures. 

INDERAL  (propranolol  HCI),  like  other  beta  blockers,  is  a competitive  inhibitor  of  beta-receptor 
agonists  and  its  effects  can  be  reversed  by  administration  of  such  agents,  eg,  dobutamine  or  isopro- 
terenol. However,  such  patients  may  be  subject  to  protracted  severe  hypotension.  Difficulty  in  start- 
ing and  maintaining  the  heartbeat  has  also  been  reported  with  beta  blockers. 

DIABETES  AND  HYPOGLYCEMIA:  Beta  blockers  should  be  used  with  caution  in  diabetic  patients  if 
a beta-blocking  agent  is  required.  Beta  blockers  may  mask  tachycardia  occurring  with  hypoglycemia, 
but  other  manifestations  such  as  dizziness  and  sweating  may  not  be  significantly  affected.  Following 
insulin-induced  hypoglycemia,  propranolol  may  cause  a delay  in  the  recovery  of  blood  glucose  to 
normal  levels. 


THYROTOXICOSIS:  Beta  blockade  may  mask  certain  clinical  signs  of  hyperthyroidism.  Therefore, 
abrupt  withdrawal  of  propranolol  may  be  followed  by  an  exacerbation  of  symptoms  of  hyperthyroid- 
ism, including  thyroid  storm.  Propranolol  may  change  thyroid  function  tests,  increasing  T4  and 
reverse  T3,  and  decreasing  T3. 

IN  PATIENTS  WITH  WOLFF-PARKINSON-WHITE  SYNDROME,  several  cases  have  been  reported  in 
which,  after  propranolol,  the  tachycardia  was  replaced  by  a severe  bradycardia  requiring  a demand 
pacemaker.  In  one  case  this  resulted  after  an  initial  dose  of  5 mg  propranolol. 

PRECAUTIONS.  GENERAL:  Propranolol  should  be  used  with  caution  in  patients  with  impaired 
hepatic  or  renal  function.  INDERAL  (propranolol  HCI)  is  not  indicated  for  the  treatment  of  hyperten- 
sive emergencies. 

Beta-adrenoreceptor  blockade  can  cause  reduction  of  intraocular  pressure.  Patients  should  be  told 
that  INDERAL  may  interfere  with  the  glaucoma  screening  test.  Withdrawal  may  lead  to  a return  of 
increased  intraocular  pressure. 

CLINICAL  LABORATORY  TESTS:  Elevated  blood  urea  levels  in  patients  with  severe  heart  disease, 
elevated  serum  transaminase,  alkaline  phosphatase,  lactate  dehydrogenase. 

DRUG  INTERACTIONS:  Patients  receiving  catecholamine-depleting  drugs  such  as  reser- 
pine  should  be  closely  observed  if  INDERAL  (propranolol  HCI)  is  administered.  The  added 
catecholamine-blocking  action  may  produce  an  excessive  reduction  of  resting  sympathetic 
nervous  activity  which  may  result  in  hypotension,  marked  bradycardia,  vertigo,  syncopal  attacks, 
or  orthostatic  hypotension. 

Caution  should  be  exercised  when  patients  receiving  a beta  blocker  are  administered  a calcium- 
channel-blocking  drug,  especially  intravenous  verapamil,  for  both  agents  may  depress  myocardial 
contractility  or  atrioventricular  conduction.  On  rare  occasions,  the  concomitant  intravenous  use  of  a 
beta  blocker  and  verapamil  has  resulted  in  serious  adverse  reactions,  especially  in  patients  with 
severe  cardiomyopathy,  congestive  heart  failure,  or  recent  myocardial  infarction. 

Aluminum  hydroxide  gel  greatly  reduces  intestinal  absorption  of  propranolol. 

Ethanol  slows  the  rate  of  absorption  of  propranolol. 

Phenytoin,  phenobarbitone,  and  rilampin  accelerate  propranolol  clearance. 

Chlorpromazine,  when  used  concomitantly  with  propranolol,  results  in  increased  plasma  levels  of 
both  drugs. 

Antipyrine  and  lidocaine  have  reduced  clearance  when  used  concomitantly  with  propranolol. 

Thyroxine  may  result  in  a lower  than  expected  T3  concentration  when  used  concomitantly  with 
propranolol. 

Cimetidine  decreases  the  hepatic  metabolism  of  propranolol,  delaying  elimination  and  increasing 
blood  levels. 

Theophylline  clearance  is  reduced  when  used  concomitantly  with  propranolol. 

CARCINOGENESIS,  MUTAGENESIS,  IMPAIRMENT  OF  FERTILITY:  Long-term  studies  in  animals 
have  been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential.  In  18-month  studies  in  both 
rats  and  mice,  employing  doses  up  to  150  mg/kg/day,  there  was  no  evidence  of  significant  drug-in- 
duced toxicity.  There  were  no  drug-related  tumorigenic  effects  at  any  of  the  dosage  levels.  Reproduc- 
tive studies  in  animals  did  not  show  any  impairment  of  fertility  that  was  attributable  to  the  drug. 

PREGNANCY:  Pregnancy  Category  C.  INDERAL  has  been  shown  to  be  embryotoxic  in  animal 
studies  at  doses  about  10  times  greater  than  the  maximum  recommended  human  dose. 

There  are  no  adequate  and  well-controlled  studies  in  pregnant  women.  INDERAL  should  be  used 
during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus. 

NURSING  MOTHERS:  INDERAL  is  excreted  in  human  milk.  Caution  should  be  exercised  when 
INDERAL  is  administered  to  a nursing  woman. 

PEDIATRIC  USE:  Safety  and  effectiveness  in  children  have  not  been  established. 

ADVERSE  REACTIONS.  Most  adverse  effects  have  been  mild  and  transient  and  have  rarely 
required  the  withdrawal  of  therapy. 

Cardiovascular:  Bradycardia;  congestive  heart  failure;  intensification  of  A V block;  hypotension; 
paresthesia  of  hands;  thrombocytopenic  purpura;  arterial  insufficiency,  usually  of  the  Raynaud  type. 

Central  Nervous  System:  Light-headedness;  mental  depression  manifested  by  insomnia,  lassitude, 
weakness,  fatigue;  reversible  mental  depression  progressing  to  catatonia;  visual  disturbances;  hallu- 
cinations; vivid  dreams;  an  acute  reversible  syndrome  characterized  by  disorientation  for  time  and 
place,  short-term  memory  loss,  emotional  lability,  slightly  clouded  sensorium,  and  decreased  perfor- 
mance on  neuropsychometrics.  For  immediate  formulations,  fatigue,  lethargy,  and  vivid  dreams 
appear  dose  related. 

Gastrointestinal:  Nausea,  vomiting,  epigastric  distress,  abdominal  cramping,  diarrhea,  constipa- 
tion, mesenteric  arterial  thrombosis,  ischemic  colitis. 

Allergic:  Pharyngitis  and  agranulocytosis,  erythematous  rash,  fever  combined  with  aching  and 
sore  throat,  laryngospasm  and  respiratory  distress. 

Respiratory:  Bronchospasm. 

Hematologic:  Agranulocytosis,  nonthrombocytopenic  purpura,  thrombocytopenic  purpura. 

Auto-Immune:  In  extremely  rare  instances,  systemic  lupus  erythematosus  has  been  reported. 

Miscellaneous:  Alopecia,  LE-like  reactions,  psoriasiform  rashes,  dry  eyes,  male  impotence,  and 
Peyronie's  disease  have  been  reported  rarely.  Oculomucocutaneous  reactions  involving  the  skin, 
serous  membranes  and  conjunctivae  reported  for  a beta  blocker  (practolol)  have  not  been  associated 
with  propranolol. 

DOSAGE  AND  ADMINISTRATION.  INDERAL  LA  provides  propranolol  hydrochloride  in  a 
sustained-release  capsule  for  administration  once  daily.  If  patients  are  switched  from  INDERAL 
Tablets  to  INDERAL  LA  Capsules,  care  should  be  taken  to  assure  that  the  desired  therapeutic  effect  is 
maintained.  INDERAL  LA  should  not  be  considered  a simple  mg-for-mg  substitute  for  INDERAL. 
INDERAL  LA  has  different  kinetics  and  produces  lower  blood  levels.  Retitration  may  be  necessary, 
especially  to  maintain  effectiveness  at  the  end  of  the  24-hour  dosing  interval. 

HYPERTENSION  — Dosage  must  be  individualized.  The  usual  initial  dosage  is  80  mg  INDERAL  LA 
once  daily,  whether  used  alone  or  added  to  a diuretic.  The  dosage  may  be  increased  to  120  mg  once 
daily  or  higher  until  adequate  blood  pressure  control  is  achieved.  The  usual  maintenance  dosage  is 
120  to  160  mg  once  daily.  In  some  instances  a dosage  of  640  mg  may  be  required.  The  time  needed  for 
full  hypertensive  response  to  a given  dosage  is  variable  and  may  range  from  a few  days  to  several 
weeks. 

ANGINA  PECTORIS  — Dosage  must  be  individualized.  Starting  with  80  mg  INDERAL  LA  once  daily, 
dosage  should  be  gradually  increased  at  three-  to  seven-day  intervals  until  optimal  response  is 
obtained.  Although  individual  patients  may  respond  at  any  dosage  level,  the  average  optimal  dosage 
appears  to  be  160  mg  once  daily.  In  angina  pectoris,  the  value  and  safety  of  dosage  exceeding  320  mg 
per  day  have  not  been  established. 

If  treatment  is  to  be  discontinued,  reduce  dosage  gradually  over  a period  of  a few  weeks  (see 
WARNINGS). 

MIGRAINE  — Dosage  must  be  individualized.  The  initial  oral  dose  is  80  mg  INDERAL  LA  once  daily. 
The  usual  effective  dose  range  is  160-240  mg  once  daily.  The  dosage  may  be  increased  gradually  to 
achieve  optimal  migraine  prophylaxis.  If  a satisfactory  response  is  not  obtained  within  four  to  six 
weeks  after  reaching  the  maximal  dose,  INDERAL  LA  therapy  should  be  discontinued.  It  may  be 
advisable  to  withdraw  the  drug  gradually  over  a period  of  several  weeks. 

HYPERTROPHIC  SUBAORTIC  STENOSIS- 80-160  mg  INDERAL  LA  once  daily. 

PEDIATRIC  DOSAGE  - At  this  time  the  data  on  the  use  of  the  drug  in  this  age  group  are  too  limited  to 
permit  adequate  directions  for  use. 

*The  appearance  of  these  capsules  is  a registered  trademark  of  Ayerst  Laboratories. 


Reference: 

1.  Data  on  file,  Ayerst  Laboratories. 
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Notification  of  Billing  Changes 

The  hospital  medical  record  has  become  more  than  a static 
chronicle  of  patient  events,  it  has  become  the  documentary 
substantiation  of  the  hospital's  claim  for  compensation.  Whenever 
Medicare  claims  cannot  be  substantiated  by  the  information  in  the 
medical  record,  notification  of  billing  changes  generally  will 
occur.  South  Dakota  Foundation  for  Medical  Care  (SDFMC)  has 
identified  that  most  billing  changes  are  not  from  coding  issues  but 
from  incomplete  documentation  of  the  medical  record.  Physicians 
are  responsible  for  providing  clinical  descriptions  for  their 
patients.  Only  those  diagnosis  and/or  procedures  described  by  the 
physician  and  attested  to  in  writing  may  be  submitted  on  a 
Medicare  claim.  The  consequences  of  incomplete  reported 
clinical  data  may  result  in  intensified  review.  SDFMC  hopes 
physicians  will  consider  this  information  and  will  contact  SDFMC 
with  any  questions. 
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Heterotopic  Ossification  of  Hip 
Musculature  Heralded  by  Phlebitis 

Unilateral  lower  extremity  phlebitis  may  indicate  abnormal  ossification  in  hip  mus- 
culature. 

George  H.  Hassard,  M.D.* 


ABSTRACT 

A unilateral  thrombophlebitis-like  episode  fre- 
quently presages  the  onset  of  heterotopic  ossifi- 
cation in  hip  musculature.  Since  medications  may 
arrest  or  abort  further  development  of  myositis 

INTRODUCTION 

In  paraplegics,  quadraplegics  and  certain  other 
patients,  heterotopic  bone  formation,  particu- 
larly in  the  hip  musculature,  may  be  heralded  by  a 
thrombophlebitis-like  episode  according  to  Vernier 
and  Ditunno.1  Range  of  motion  in  the  hips  is  de- 
creased secondary  to  heterotopic  ossifications  (HO) 
as  pointed  out  by  Wharton  and  Morgan.2  As  a result, 
vague  discomfiture  and  downright  hip  pains  are  fre- 
quently experienced  in  the  hip  area  according  to 
Damanski.3 

It  is  patently  important  to  diagnose  heterotopic 
(other-place)  ossification  because  treatment  by  etid- 
ronate disodium  can  arrest  further  development  of 
HO  if  initiated  in  early  stages  of  the  disease  and 
physical  therapy  can  avoid  hip  contractures  if  ap- 
plied judiciously.  A case  in  point  was  recently  seen 
in  Hot  Springs  Veterans  Administration  Medical 
Center. 

CASE  HISTORY 

Thirty  year  old  white  male  was  involved  in  a 
motorcycle  accident  around  January  I,  1986  and 
sustained  injuries  which  resulted  in  complete  motor, 
incomplete  sensory  T-10  paraplegic  state.  He  came 
to  HSVAMC  because  he  wanted  flexor  tendon  re- 
leases in  his  hips  from  his  “flexion  contractures” 
so  he  would  be  able  to  don  a HKAFO  brace  (hip- 
knee-ankle-foot  orthoses)  for  standing  or  possibly 
even  three-point  gait  crutch  walking.  Approxi- 


* Chief,  Rehabilitation  Medicine  Service,  Veterans  Adminis- 
tration Medical  Center,  Hot  Springs,  South  Dakota. 


ossificans  if  initiated  in  early  stages,  it  behooves 
the  attending  physician  to  be  aware  of  this  syn- 
drome and  prescribe  accordingly. 

mately  two  months  prior  to  admission  he  had  an 
episode  of  questionable  left  leg  thrombophlebitis 
and  was  worked  up  at  a California  hospital  complete 
with  arteriograms,  venograms  and  doppler.  He  had 
no  other  complaints  at  that  time.  The  episode  lasted 
about  four  weeks  and  gradually  subsided.  The  pa- 
tient was  totally  independent  in  all  activities  of  daily 
living  at  wheelchair  ambulation  level.  The  x-rays 
on  Figures  1 and  2,  and  the  bone  scans  on  Figures 
3 and  4 showed  ectopic  bone  formation.  He  was 
prescribed  Didronel  and  placed  on  outpatient  phys- 
ical therapy. 


Figure  I 

Hip  x-ray  shows  post  traumatic  deformation  of  pubic  sym- 
physis area  with  early  heterotopic  calcifications  in  lower 
aspect  of  symphysis  and  in  soft  tissue  of  left  hip. 
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Figure  2 

Thigh  x-ray  shows  myositis  ossificans  involving  proximal 
third  of  left  thigh. 


TYPES  OF  CASES 

Hip  HO  happens  most  frequently  in  spinal  cord 
injury  cases,  but  also  in  patients  with  various  other 
upper  motor  neuron  lesions  of  the  cord  as  docu- 
mented by  Mme.  Dejerine.4  Next  most  likely  to 
develop  ossifications  are  the  total  hip  replacement 
surgical  patients  who  are  termed  “bone  formers.” 
Other  “trend”  diagnoses  include  male  osteoarthrid- 
ities,  traumatic  arthritis,  severe  cranial  trauma  with 
long  term  bed  rest,  Forestier’s  disease  (diffuse  ideo- 
pathic  skeletal  hyperostosis),  patients  undergoing 
second  total  hip  procedure  who  formed  ectopic  bone 
after  first  surgery,  patients  who  have  had  Smith- 
Peterson  hardware  put  in  the  hip  from  anterior  ap- 
proach rather  than  trantrochanteric  or  posterior  ap- 
proaches and  patients  undergoing  double  cup  re- 
placement or  hip  resurfacing.  On  the  other  hand, 
rheumatoid  arthritis,  menopausal  osteopenia,  age  of 
patient  or  steroid  injections  have  no  relation  to  such 
development. 

According  to  Hassard,5  at  least  three  types  of 
ectopic  ossifications  occur: 

1 .  Myositis  ossifican  progressive  which  is  congen- 
ital in  origin. 
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Figure  3 

Hip  TE99MD  scan  shows  increased  activity  over  proximal 
left  femur  and  soft  tissue  in  vicinity  of  left  hip  joint. 

2.  Myositis  ossificans  traumatica  which  is  second- 
ary to  injury,  whether  by  trauma  or  surgery,  with 
subsequent  formation  of  hematoma  which  de- 
velops into  bone  by  way  of  routine  embryo- 
logical  steps. 

3.  Heterotopic  myositis  ossification  resulting  from 
soft  tissue  bleeding  into  connective  tissue  and 
muscle  tissue  which  forms  cancellous  bone  re- 
mote from  periosteum  or  skeleton.  Actually,  they 
form  primarily  in  connective  tissue  rather  than 
muscle  per  se  and  thus  the  term  “myositis”  is 
a bit  misleading.  The  HO  may  also  develop  in 
shoulders,  arms  or  leg  muscles,  but  always  be- 
low the  dermatomal  cord  level  of  injury  in  both 
complete  and  incomplete  SCI’s. 

CLINICAL  FEATURES 

The  historical  and  physical  exams  contribute  little 
to  diagnosing  impending  abnormal  ossifications.  The 
diagnosis  depends  on  a high  index  of  suspicion  by 
the  physician.  In  most  SCI  patients,  there  is  de- 
crease or  loss  of  sensation  overriding  the  initial  hyp- 
esthesia.  At  times  the  overlying  skin  of  the  hip  mus- 
culature has  a palpable  and  measurable  elevation  of 
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temperature,  but  frequently  there  are  concurrent 
metabolic  changes  from  infections  of  the  urinary 
tract,  lower  respiratory  tract  or  pressure  sores,  ex- 
cessive nitrogen  excretion,  anemia  and  hypoprotei- 
nemia  with  resultant  edema.  The  aforementioned 
thrombophlebitis-like  episode  in  the  lower  extrem- 
ity usually  is  self-limiting  and  subsides  within  ten 
days  to  ten  weeks. 

The  two  major  contributors  to  diagnosis  are  veno- 
grams and  the  bone  scans.  It  must  be  remembered 
that  it  is  possible  but  not  probable  to  have  HO  and 
deep  vein  thrombosis  simultaneously. 

LABORATORY  TESTS 

Laboratory  tests  likewise  are  of  little  value  in 
arriving  at  a diagnosis  of  impending  HO.  The  serum 
alkaline  phosphatase  (SAP)  frequently  will  vary 
during  the  heterotopic  formative  time  and  fall  at 
maturation  of  the  lesion  according  to  Furman,  Nich- 
olas and  Jivoff.6  Yet  Bressler,  et  al7  state  that  al- 
though the  SAP  is  reliable  in  following  the  activity 
of  ossification,  the  normalization  of  SAP  level  is  a 
poor  indicator  of  completion  of  maturation  since 


Figure  4 

Total  body  TE99MD  scan  shows  increased  activity  in  vi- 
cinity of  left  hip  joint  representing  early  heterotopic  bone 
formation. 


new  bone  may  appear  when  SAP  has  returned  to 
normal.  It  was  pointed  out  by  Nechwatal8  that  el- 
evated SAP  reflects  an  increase  in  fibrillar  bone 
rather  than  lamellar  bone  and  therefore  the  elevation 
precedes  roentgenographic  signs  by  at  least  two  to 
six  weeks. 

In  this  particular  case,  all  of  the  following  lab- 
oratory tests  were  within  normal  limits:  serum  al- 
kaline phosphatase,  serum  acid  phosphatase,  serum 
and  urine  calcium  levels,  serum  phosphorous,  pro- 
tein electrophoretic  pattern,  parathormone  level, 
serum  protein  C and  serum  protein  S (if  decreased 
level,  the  patient  tends  to  thromboses). 

ROENTGENOGRAPHIC  EXAMINATION 

Calcium  deposits  pictured  in  the  musculature  and 
connective  tissue  in  ectopic  areas  obviously  come 
on  later  in  developmental  stages.  The  hetertopic 
lesions  are  not  connected  to  bone.  The  hip  joint 
spaces  are  not  narrowed.  There  are  no  evidences  of 
neuroarthropathies.  The  calcifications  commonly 
extend  from  the  anterior-inferior  iliac  spine  and/or 
the  rectus  femoris  muscle  or  gluteus  minimus.  Ac- 
cording to  Bressler,7  ectopic  bone  is  most  frequently 
involved  in  the  iliacus  and  iliopsoas  muscles  and 
cause  the  largest  bone  masses  adjacent  to  the  hip. 
The  latter  two,  however,  do  not  limit  the  hip  flexion 
as  readily  as  the  formerly  named.  It  is  quite  rare  in 
SCI  patients  for  complete  ankylosis  of  the  hip  to 
occur  due  to  myositis  ossificans. 

NUCLEAR  SCAN 

Single  photon  emission  computed  tomography  is 
now  recommended  for  diagnosis  and  earliest  ectopic 
ossification.  Thus,  three  phase  bone  scintigraphy, 
however,  is  not  as  widely  available  as  Technetium 
99m-MDP  bone  scans,  much  more  expensive  and 
only  minimally  more  efficacious  in  showing  cal- 
cium deposit  in  muscle  and  connective  tissues.  Ac- 
tually HO  most  often  forms  in  the  periphery  of  mus- 
cles deriving  from  the  connective  tissue  between 
muscle  fascicles. 

TREATMENT 

According  to  Stover,  et  al:9  the  early  prescription 
of  etidronate  disodium  (Didronel  — Norwich  Ea- 
ton), 10  milligrams  per  kilogram  per  day  from  three 
to  six  months  will  usually  decrease  the  amount  of 
laid  down  calcium.  In  cases  with  the  hot  leg  and 
already  established  HO,  one  year  of  Didronel  ther- 
apy may  be  necessary. 

The  following  do  not  help  as  far  as  affecting  the 
ossification  deposit:  active  and  passive  exercise,  ul- 
trasound, microwave  diathermy,  superficial  heat, 
superficial  cold,  radiotherapy,  cobalt  radiation,  and 
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localized  steroid  injections.  Steroids  will  help  abort 
the  thrombophlebitis-like  episode  in  the  lower  ex- 
tremities, but  do  not  affect  the  process  of  ossifi- 
cation. Hossack  and  King10  state  that  the  role  of 
physical  therapy  is  considered  a possible  etiologic 
factor,  especially  in  association  with  marked  spas- 
ticity, in  that  microscopic  interstitial  hemorrhages 
may  result  if  the  mobilization  is  too  long  and  too 
brisk.  It  is  known,  however,  twice  daily  prone  lying 
on  a rather  firm  surface  is  indicated  to  avoid  de- 
velopment of  hip  flexion  contractures.  Indeed,  ac- 
tive exercises  for  hip  extension  are  indicated  to  be 
done  at  least  twice  a day. 

Only  about  ten  percent  of  the  hip  heterotopic  bone 
cases  require  surgery  according  to  Hardy  and  Dick- 
son.11 The  surgical  goal  of  course,  is  restoration  of 
enough  joint  motion  to  allow  transfer  from  bed  to 
wheelchair  to  seat.  Only  partial  resection  of  the 
ectopic  bone  is  done  because  complete  resection 
calls  for  more  extensive  surgery  with  a larger  area 
from  which  to  bleed  and  because  complete  resection 
may  not  always  be  technically  possible. 

The  ossification  is  not  surgically  attacked  until  it 
is  “mature.”  If  the  area  is  not  yet  totally  ossified, 
postoperative  recurrence  and  perioperative  bleeding 
are  encountered  and  the  ossification  will  recur.  Yet, 
total  maturity  (complete  ossification)  may  not  occur 
for  months  to  years  and  in  some  patients,  not  at  all. 

According  to  ICD-9CM,12  Diagnosis  Related 
Grouping  inpatient  days  for  primary  diagnosis  of 
heterotopic  ossification  of  hips  is  about  eight  days 
and  for  primary  diagnosis  of  acute  phlebitis  is  about 
nine  days. 
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Impaired  Free  Water  Clearance:  A 
Common  Problem  in  the  Elderly 

Water  Homeostasis  is  one  of  the  common  problems  in  the  elderly;  this  study  focuses 
on  the  impairment  of  free  water  clearance  in  the  geriatric  population  compared  with 
the  young  population. 

Neyton  Baltodano,  MD* 


ABSTRACT 

This  study  examined  renal  water  clearance  in 
the  geriatric  patient.  Three  normal  young  sub- 
jects were  compared  with  six  geriatric  ones;  water 
and  creatinine  clearance  was  done  in  all  of  them. 
The  results  indicated  impaired  free  water  clear- 
ance in  the  elderly,  despite  a normal  serum  cre- 


atinine level.  Both  clearances  were  normal  in  the 
young.  It  was  confirmed  that  there  exists  an  im- 
paired ability  of  the  elderly  to  excrete  free  water. 
The  significance  of  this  problem  in  geriatric  pri- 
mary care  and  the  nursing  home  patient  is  briefly 
discussed. 


INTRODUCTION 

The  renal  problem  of  the  geriatric  patient 
has  been  studied  extensively  in  the  past.  Re- 
search has  effectively  proven  that  the  aged  patient 
has  50%  loss  of  the  glomerular  function  rate  at  the 
age  of  85. 1 It  is  known  that  the  kidney  loses  con- 
centrating ability  in  the  elderly  patient  and  has  a 
reduced  responsiveness  to  Vasopressin.2  Impaired 
diluting  ability  in  these  patients  is  less  well-known. 
The  purpose  of  the  study  was  to  demonstrate  that 
the  primary  care  and  nursing  home  patient  may  have 
complications  due  to  impaired  free  water  renal 
clearance.  If  misuse  of  IV  fluids  happens,  it  may 
produce  hyponatremia.3  The  study  I have  performed 
in  patients  between  the  ages  of  30  and  99  years  is 
to  prove  there  is  renal  impairment  in  older  patients 
to  excrete  water.  They  were  divided  in  two  groups: 
A)  Young  patients  between  30  and  39;  B)  Healthy, 
elderly  patients  between  65  and  99  years,  not  taking 
any  medication  at  the  time.  Serum  osmolarity  and 
water  clearance  were  measured  in  all  of  them,  and 
creatinine  clearance  was  also  performed. 

METHOD 

The  study  was  conducted  in  the  following  way. 


* Assistant  Professor  of  Medicine,  University  of  Miami,  Miami, 
FL.  Formerly  from  Lake  Preston,  SD,  where  he  practiced 
Internal  Medicine. 


Serum  creatinine,  serum  osmolarity  and  urine  os- 
molarity in  24  hours  were  obtained  in  nine  volun- 
teers. Osmette  (automatic  osmometer  from  Preci- 
sion System,  Inc.)  was  used  for  the  osmolarity  in 
serum  and  urine.  They  were  divided  in  two  groups. 
The  first  one  consisted  of  volunteers  between  30 
and  39  years.  The  second  group  of  volunteers  con- 
sisted of  subjects  between  65  and  99  years,  with  no 
previous  disease,  no  medication.  All  of  the  volun- 
teers had  a normal  daily  diet  and  free  water  intake, 
in  order  to  perform  these  renal  tests  under  conditions 
normal  for  them. 

The  following  formulas  were  used  to  calculate 
the  results;4 


r 

v-'osm 


I I osm 


x V 


p 

* osm 


Ch,o 


= V - c 


osm 


Figure  1 


where:  Cosm 

= osmolarity  clearance 

C„2o 

= free  water  clearance 

V 

= ml/hr 

posm 

= serum  osmolarity 

uosm 

— urine  osmolarity 
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RESULTS 

The  results  are  summarized  in  Figures  2 and  3. 
Figure  2 shows  the  creatinine  and  free  water 
clearance  of  normal  young  subjects.  Their  clear- 
ances were  normal. 


3 Healthy  volunteers,  ages  30-39 

Mean  Serum  Creatinine  0.90  ± 0.10  ing/dl 

Mean  urine  flow  rate  40  ± 8 ml/hr 

Ch2o  = 85  ± 10  ml/hr 

Creatinine  clearance  = 125  ± 10  ml/min 


Figure  2 
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Figure  3 shows  that  healthy  geriatric  patients  have 
a normal  serum  creatinine,  but  reduced  creatinine 
clearance  and  abnormal  free  water  clearance. 


9 Healthy  volunteers,  ages  65-99 

Mean  Serum  Creatinine  1.25  ± 0.15  mg/dl 

Mean  urine  flow  rate  = 32  ± 16  ml/hr 

CH.,o  = 16.2  ± 8.2  ml/hr 

Creatinine  clearance  = 58  ± 12  ml/min 


Figure  3 

So,  it  is  clear  there  is  an  abnormal  free  water 
clearance  in  the  elderly,  which  may  be  a problem 
in  the  every  day  practice.  The  serum  creatinine  was 
normal  in  both  groups;  this  may  mislead  the  primary 
care  practitioner  into  overestimating  the  ability  of 
geriatric  patients  to  tolerate  rapid  free  water  IV  rate 
of  5%  Dextrose. 

DISCUSSION 

Poor  free  water  clearance  has  been  recognized  as 
one  of  the  renal  problems  of  geriatric  patients.5 

Some  drugs  may  produce  decreased  free  water 
clearance  in  the  healthy  geriatric  kidney  due  to  va- 
sopressin potentiation  in  the  nephron:  oral  hypo- 
glycemics,  anesthetics,  non-steroidal  anti-inflam- 
matory medications,  etc.6-7 

In  this  study  I show  a common  nephrogeriatric 
problem  in  the  every  day  practice  and  how  aware- 
ness of  impaired  free  water  clearance  can  prevent 
serious  complications  in  the  misuse  of  hypotonic  IV 
fluids. 
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are  going  bananas... 


5pare  your  patients  the  extra  cost- 
in  calories,  sodium  and  dollars. 

5pare  your  patients  the  rigors  of 
dietary  h+ supplementation. 


25mg  Hydrochlorothiazide/50  mg  Triam terene/5KF 

Effective  antihypertensive * 
therapy.. .without 

the  bananas 


Not  lor  initial  therapy.  See  brief  summary. 


DAW 

'DYAZIDE' A5  WRITTEN. 


Contraindications:  Concomitant  use  with  other  potassium- 
sparing  agents  such  as  spironolactone  or  amiloride.  Further  use 
in  anuria,  progressive  renal  or  hepatic  dysfunction,  hyperkalemia. 
Pre-existing  elevated  serum  potassium.  Hypersensitivity  to  either 
component  or  other  sulfonamide-derived  drugs. 

Warnings:  Do  not  use  potassium  supplements,  dietary  or 
otherwise,  unless  hypokalemia  develops  or  dietary  intake  of 
potassium  is  markedly  impaired.  II  supplementary  potassium  is 
needed,  potassium  tablets  should  not  be  used.  Hyperkalemia  can 
occur,  and  has  been  associated  with  cardiac  irregularilies.  It  is 
more  likely  in  the  severely  Hi.  with  urine  volume  less  than  one  liter/ 
day.  the  elderly  and  diabetics  with  suspected  or  confirmed  renal 
insutliciency.  Periodically,  serum  K‘  levels  should  be  determined. 

If  hyperkalemia  develops,  substitute  a thiazide  atone,  restrict  K * 
intake.  Associated  widened  ORS  complex  or  arrhythmia 
requires  prompt  additional  therapy.  Thiazides  cross  the  placental 
barrier  and  appear  in  cord  blood.  Use  in  pregnancy  requires 
weighing  anticipated  benefits  against  possible  hazards,  including 
fetal  or  neonatal  jaundice,  thrombocytopenia,  other  adverse 
reactions  seen  in  adults.  Thiazides  appearand  triamterene  may 
appear  in  breast  milk.  II  their  use  is  essential,  the  patient  should 
stop  nursing.  Adequate  information  on  use  in  children  is  not 
available.  Sensitivity  reactions  may  occur  in  patients  with  or 


Before  prescribing,  see  complete 
prescribing  information  in 
SK&F  CO.  literature  or  PDR. 
The  following  is  a briet  summary. 


without  a history  ot  allergy  or  bronchial  asthma.  Possible  following  may  occur:  transient  elevated  BUN  or  creatinine  or  both, 

exacerbation  or  activation  of  systemic  lupus  erythematosus  has  hyperglycemia  and  glycosuria  (diabetic  insulin  requirements  may 
been  reported  with  thiazide  diuretics.  be  altered),  hyperuricemia  and  gout,  digitalis  intoxication  (in 

Precautions:  The  bioavailability  of  the  hydrochlorothiazide  hypokalemia),  decreasing  alkali  reserve  with  possible  metabolic 

component  ot  ‘Dyazide ' is  about  50%  of  the  bioavailability  ot  the  acidosis.-  Vyazide  ’ interleres  with  fluorescent  measurement  ot 
single  entity.  Theoretically,  a patient  transferred  from  the  single  quinidine.  Hypokalemia  is  uncommon  with  ‘Dyazide  but  should  it 

entilies  ot  triamterene  and  hydrochlorothiazide  may  show  an  develop,  corrective  measures  should  be  taken  such  as  potassium 

increase  in  blood  pressure  or  fluid  retention.  Similarly,  it  is  also  supplementation  or  increased  dietary  intake  ot  polassium-rich 

possible  that  the  lesser  hydrochlorothiazide  bioavailability  could  foods.  Corrective  measures  should  be  instituted  cautiously  and 
lead  to  increased  serum  potassium  levels.  However,  extensive  serum  potassium  levels  determined.  Discontinue  corrective 

clinical  experience  with  Vyazide ' suggests  that  these  conditions  measures  and  Vyazide  ‘ should  laboratory  values  reveal  elevated 

have  not  been  commonly  observed  in  clinical  practice.  Angio-  serum  potassium.  Chloride  deficit  may  occur  as  well  as  dilutional 

tensin-converting  enzyme  (ACE)  inhibitors  can  elevate  serum  hyponatremia.  Concurrent  use  with  chlorpropamide  may  increase 
potassium:  use  with  caution  with  Vyazide Do  periodic  serum  the  risk  of  severe  hyponatremia.  Serum  PBI  levels  may  decrease 

electrolyte  determinations  t particularly  important  in  palienls  without  signs  ot  thyroid  disturbance.  Calcium  excrebon  is 

vomiting  excessively  or  receiving  parenteral  fluids,  and  during  decreased  by  thiazides.  Vyazide  ’ should  be  withdrawn  before 
concurrent  use  with  amphotericin  B or  corticosteroids  or  conducting  tests  tor  parathyroid  tuncbon.  Thiazides  may  add  to  or 

corticotropin[AC  THj).  Periodic  BUN  and  serum  creatinine  polentiale  the  action  of  other  antihypertensive  drugs.  Diuretics 

determinations  should  be  made,  especially  in  the  elderly,  diabetics  reduce  renal  clearance  ot  lithium  and  increase  the  risk  ot  lithium 
or  those  with  suspected  or  confirmed  renal  insufficiency.  toxicity. 

Cumulative  eftecls  of  the  drug  may  develop  in  palienls  with  Adverse  Reactions:  Muscle  cramps,  weakness,  dizziness, 

impaired  renal  function.  Thiazides  should  be  used  with  caution  in  headache,  dry  mouth:  anaphylaxis,  rash,  urticaria,  pholosensi- 
patients  with  impaired  hepatic  lunclion.  They  can  precipitate  coma  tivily,  purpura,  other  dermatological  conditions:  nausea  and 
in  patients  with  severe  liver  disease.  Observe  regularly  tor  possible  vomiting,  diarrhea,  constipation,  other  gastrointestinal  distur - 
blood  dyscrasias.  liver  damage,  other  idiosyncratic  reactions.  bances:  postural  hypotension  (may  be  aggravated  by  alcohol. 

Blood  dyscrasias  have  been  reported  in  patients  receiving  barbiturates,  or  narcotics).  Necrotizing  vasculitis,  paresthesias, 

triamterene,  and  leukopenia,  thrombocytopenia,  agranulocytosis.  icterus;  pancreatitis,  xanthopsia  and  respiratory  distress  including 
and  aplastic  and  hemolytic  anemia  have  been  reported  with  pneumonitis  and  pulmonary  edema,  transient  blurred  vision 

thiazides.  Thiazides  may  cause  maniteslalion  of  latent  diabetes  sialadenitis,  and  vertigo  have  occurred  with  thiazides  alone 
mellitus.  The  effects  of  oral  anticoagulants  may  be  decreased  Triamterene  has  been  found  in  renal  stones  in  association  with 
when  used  concurrently  with  hydrochlorothiazide:  dosage  other  usual  calculus  components.  Rare  incidents  ot  acute 

adjustments  may  be  necessary.  Clinically  insignificant  reductions  ~ ”** — ■- — — --  ■ — " - 

in  arterial  responsiveness  to  norepinephrine  have  been  reported. 

Thiazides  have  also  been  shown  to  increase  the  paralyzing  ettect 
ot  nondepolarizing  muscle  reiaxants  such  as  lubocurarine. 

Triamterene  is  a weak  lolic  acid  antagonist.  Do  periodic  blood 
studies  in  cirrhotics  with  splenomegaly.  Antihypertensive  effects 
may  he  enhanced  in  post-sympathectomy  patients.  Use  cau- 
tiously in  surgical  palienls.  Triamterene  has  been  found  in  renal 
stones  in  association  with  the  other  usual  calculus  components. 

Therefore.  Vyazide ' should  be  used  with  caution  in  patients  with 
histories  ot  stone  formation.  A lew  occurrences  of  acute  renal  a product  ot  vV’f-’&’v#*-*  •= 

lailure  have  been  reported  in  patients  on  Vyazide' when  treated  /"fk 

with  mdomethacm.  Therefore,  caution  is  advised  in  administering  jlScrt”  LU. 

nonsteroidal  anti-inflammatory  agents  with  Vyazide The  Cidra.  PR  00639  ‘ ' ' - ' 


iriiersiiuai  nepiirnis  nave  ueen  reported  unpuierice  nos  ueeo 
reported  in  a lew  patients  on  Dyazide although  a causal 
relationship  has  not  been  established 

Supplied:  Dyazide’ is  supplied  as  a red  and  while 
bellies  ot  1000  capsules:  Single  Unit  Packages  (u, 

100  (intended  Inr  institutional  use  only);  In  Patiem 
ot-use  bottles  of  100. 

BRS-DZLA5 


WARNING 

This  drug  is  not  indicated  tor  initial  therapy  ot  edema  or 
hypertension.  Edema  or  hypertension  requires  therapy 
titrated  to  the  individual.  If  this  combination  represents  the 
dosage  so  determined,  its  use  may  be  more  convenient  in 
patient  management  Treatment  of  hypertension  and  edema 
is  not  static,  but  must  be  reevaluated  as  conditions  in  each 
patient  warrant. 
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Then  thousands... 


First  hundreds... 


Soon  more  than  a million. 


Soon  more  than  a million  insulin  users 
will  be  taking  Humulin. 

And  no  wonder.  Humulin  is  identical  to  the  insulin  produced 
by  the  human  pancreas— except  that  it  is  made  by  rDNA 
technology. 

Humulin  is  not  derived  from  animal  pancreases.  So  it  con- 
tains none  of  the  animal-source  pancreatic  impurities  that 
may  contribute  to  insulin  allergies  or  immunogenicity. 

The  clinical  significance  of  insulin  antibodies  in  the  com- 
plications of  diabetes  is  uncertain  at  this  time.  However,  high 
antibody  titers  have  been  shown  to  decrease  the  small 
amounts  of  endogenous  insulin  secretion  some  insulin 
users  still  have.  The  lower  immunogenicity  of  Humulin  has  been 
shown  to  result  in  lower  insulin  antibody  titers;  thus,  Humulin 
may  help  to  prolong  endogenous  insulin  production  in 
some  patients. 


Any  change  of  insulin  should  be  made  cautiously  and 
only  under  medical  supervision.  Changes  in  refinement, 
purity,  strength,  brand  (manufacturer),  type  (regular,  NPH, 
Lente®,  etc),  species/source  (beef,  pork,  beef-pork,  or 
human),  and/or  method  of  manufacture  (recombinant  DNA 
versus  animal-source  insulin)  may  result  in  the  need  for  a 
change  in  dosage. 


DIET.. .EXERCISE... 

HumuKn'  (f$) 

human  insulin 
[recombinant  DNA  origin ] 


Eli  Lilly  and  Company 

Indianapolis,  Indiana 
46285 
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For  your  insulin-using  patients 
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President's  Page 


Robert  L.  Ferrell,  M.D.,  President,  South  Dakota 
State  Medical  Association 


Dakotacare  in  Trouble? 

4 6 ITWget  it.  Bob.  Dakotacare  is  going  down 
M.  the  tubes.  You’re  wasting  your  time  think- 
ing you  can  compete  with  the  Big  Boys.  It  would 
be  foolish  to  buy  Dakotacare.  They’re  going  broke, 
and  the  Big  Boys  are  going  to  buy  them  out.” 

Pretty  discouraging  statements  — especially  since 
they  were  coming  from  physicians  participating  in 
Dakotacare.  Although  these  physicians  obviously 
didn’t  start  these  rumors,  they  (the  rumors)  became 
repeated  and  nurtured  by  our  competitors  and  leg- 
islative detractors,  to  the  point  where  they  have 
caused  us  a great  deal  of  unnecessary  trouble. 

As  a founding  officer  and  Board  member  since 
its  inception,  I have  been  somewhat  confused  be- 
cause I felt  I knew  what  there  was  to  know  about 
the  stability  of  the  financial  status  and  phenomenal 
growth  rate,  as  well  as  the  projections  for  the  future 
of  Dakotacare.  Where  and  why  were  these  rumors 
starting?  Were  they  really  hurting  Dakotacare? 

In  a word  — No. 

The  professional  staff  of  Dakotacare  was  in- 
structed to  accumulate  a complete  financial  state- 
ment. We  learned  that  we  were  in  better  financial 
condition,  for  the  first  18  months  of  operation,  than 
we  thought  we  would  be,  but  very  close  to  the 
projections  that  our  “nonprofessionals”  had  made. 
So  it  was  back  to  business-as-usual  for  Dakotacare. 

At  first,  the  Board  and  Staff  were  understandably 
relieved  that  all  is  well,  as  had  been  expected.  Then 
we  became  angry  with  such  underhanded  tricks  from 
our  competition.  We  damned  those  whom  we  had 
learned  were  the  sources  of  the  rumors,  but  came 


to  realize  what  a favor  they  had  done  Dakotacare, 
and  at  what  expense  to  themselves  in  credibility. 
Having  passed  our  audit  with  flying  colors,  what 
can  they  now  say?  Without  deliberate  malicious 
slander,  our  competitors  and  legislative  detractors 
have  been  disarmed.  How  can  they  deal  with  their 
exposure  as  zealous  liars?  We  shall  see.  Critters  of 
such  dismal  character  are  seldom  at  a loss  for  an- 
other fabrication. 

As  for  Dakotacare,  we’re  on  to  bigger  and  better 
things.  By  the  annual  meeting  of  the  State  Medical 
Association,  Dakotacare  plans  to  have  completed 
the  conversion  to  “for  profit”  status  and  be  able  to 
offer  shares  to  its  participating  physicians  and  oth- 
ers. 

In  another  vein,  Dakotacare  met  with  the  repre- 
sentatives of  chiropractic  and  optometry  prior  to  the 
legislative  session,  was  and  are  prepared  to  offer 
the  latters’  services,  not  as  providers  within  Dak- 
otacare, but  to  use  our  salespersons  and  marketing 
network  to  sell  their  HMO  product  alongside  of 
Dakotacare.  The  subscriber  could  purchase  chiro- 
practic and  optometric  services  as  he  and/or  his  em- 
ployees saw  fit.  Chiropractic  and  optometry  would 
be  financially  responsible  for  their  own  success  or 
failure. 

This  offer  was  refused.  Obviously,  they  felt  they 
had  the  strength  in  the  Legislature  to  jam  their  serv- 
ices down  the  throats  of  our  subscribers,  whether 
the  latter  chose  to  use  them  or  not.  In  a manner  of 
speaking,  they  were  right.  HB1272  requires  offering 
chiropractic  and  optometric  services  to  any  enroll- 
ment groups  where  public  funds  are  used  to  pay  the 
premiums.  Dakotacare ’s  viewpoint  as  an  HMO  al- 
ternative health  care  delivery  system,  was  that  any 
group,  regardless  of  their  funding,  should  have  the 
right  to  purchase  the  product  that  the  subscriber  felt 
would  satisfy  the  needs  of  his  employees,  in  con- 
tradiction to  an  indemnity  type  of  policy  which  in- 
sures against  a much  wider  gamut  of  health-related 
problems.  We  were  unable  to  convince  the  Legis- 
lature of  this  point  of  view.  The  bill  becomes  law 
in  July. 

Frankly,  we  lost  this  battle  because  of  the  apathy 
of  the  physicians  in  South  Dakota.  In  discussing 
why  legislators  voted  the  way  they  did  on  this  issue, 
we  learned  that  they  were  completely  inundated  by 
communications  from  chiropractic  and  optometric, 
and  hardly  heard  from  physicians  whatsoever.  It  has 
become  quite  apparent  that,  for  whatever  reason, 
physicians  don’t  care  enough  about  their  profession 
to  protect  it.  I have  stated  before  that  the  attitude 
of  “just  let  me  practice  medicine  the  best  wray  I 
can”  is  entirely  inappropriate  in  this  day  and  age. 
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This  fact  is  now  coming  home  to  roost,  and  we  have 
lost  a significant  battle  in  the  Legislature  because 
of  it.  We  are  grossly  outmanned  in  our  approach  to 
the  Legislature.  I feel  discouraged  and  disgraced 
when  I learn  that  medicine  outnumbers  its  adversary 
in  this  situation,  4 to  1,  and  has  been  brought  to  its 
knees.  There  is  no  good  reason  for  this.  I,  frankly, 
find  it  inexcusable  that  we  physicians  of  South  Da- 
kota are  not  demonstrating  sufficient  respect  and 
affection  for  our  profession,  and  those  we  serve,  to 
make  an  effort  to  see  that  this  does  not  happen. 

In  the  future,  you  will  be  contacted  by  members 
of  the  Medical  Association  with  respect  to  increas- 
ing your  participation  in  the  protection  of  medicine 
from  these  influences  at  the  local,  state  and  federal 
levels.  I anticipate  some  selfish,  infantile  responses, 
and  the  old  saw  that  one’s  practice  is  keeping  him 
so  busy  that  he  doesn’t  have  time  to  protect  the 
profession  that  we  all  profess  to  love.  I have  faith, 
however,  that  the  majority  of  us  really  do  love  this 
profession  and  will  find  it  within  ourselves  to  make 
an  effort  to  prevent  its  destruction;  more  realisti- 
cally, to  participate  in  its  evolution,  as  evolve  we 
must. 

In  the  interim,  as  a Board  member,  I will  en- 
courage Dakotacare  again  to  offer  to  market  such 
services  to  our  subscribers  as  I feel  best  suits  their 
interest.  I feel  I can  do  this  in  good  conscience, 
since  I derive  no  financial  gain  or  loss  regardless 
of  their  choice.  With  the  present  state  of  the  econ- 
omy in  general,  and  the  medical  economy  in  par- 
ticular, it  is  absolutely  unthinkable  to  force  our  sub- 
scribers and  enrollees  to  purchase  ANYTHING  other 
than  exactly  what  they  choose  to  utilize  in  protecting 
the  health  of  their  loved  ones.  ■ 


EMERGENCY  PHYSICIANS 

South  Dakota:  Expanding  physician- 
owned  emergency  group  has  opening 
for  full-time  career-oriented  emergen- 
cy physicians  in  South  Dakota.  Excel- 
lent benefits  including  malpractice,  dis- 
ability, health  insurance,  profit  shar- 
ing, etc.  Flexible  work  schedules,  ex- 
cellent working  and  living  conditions. 

Contact:  Donald  Kougl,  M.D. 

(307)  632-1436 

or  send  CV  to:  EMP,  P.C. 

P.O.  Box  805 
Cheyenne,  WY 
82003-0805 


OUTSTANDING  INCOME 
GUARANTEE 

LOOKING  FOR  TWO  FAMILY  PRACTICE  PHY- 
SICIANS TO  JOIN  OUR  GROUP  OF  SIX  FAM- 
ILY PRACTICE  PHYSICIANS  IN  A RAPIDLY 
GROWING,  AGGRESSIVE  PRACTICE.  NEW 
CLINIC.  COLLEGE  TOWN.  EXCEPTIONAL 
SUPPORT  STAFF. 


CONTACT: 

HARVEY  J.  HART,  MD 
DENNIS  C.  DECKER,  ADMINISTRATOR 


Cbnter 


1440  15th  Ave.  N.W  • Aberdeen,  SD  57401 
Phone  (605)  226-3536 
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SOUTH  DAKOTA 


AMA  Physicians'  Recognition  Award 


AMA  Physicians’  Recognition  Award  Recipients 

Congratulations  to  the  members  of  the  South  Dakota  State  Medical  Association  who  have  earned  the 
AMA  Physicians’  Recognition  Award  in  September  and  October,  1987  and  January  and  February,  1988. 

September  January 


John  L.  McFee 
Raymundo  Tan 

Ipswich 

Aberdeen 

John  B.  Gregg 
Peters  Lakstigala 
John  T.  Tidd 

Sioux  Falls 
Sioux  Falls 
Yankton 

October 

February 

Robert  Brown 

Aberdeen 

Joseph  Sejvar 

Rapid  City 

New  this  year . . . 

One  more  reason  to  join  the  AMA 


Special  benefit  packages  available  with  1988  membership 

A diverse  membership  has  diverse  needs,  and  the  AMA  is  committed  to  addressing  those 
needs.  This  year  we’re  introducing  something  new  when  you  join  the  AMA  or  renew  your 
membership.  In  your  AMA  Membership  Kit  you’ll  have  the  opportunity  to  sign  up  for  one 
of  three  benefit  packages  of  publications,  conferences,  participatory  panels,  focused  issue 
updates,  etc. , on  topics  related  to  the  area  you  designate.  Each  package  is  tailored  to  address 
your  particular  interests: 

■ Medical  and  scientific  information  and  education  designed  to  enhance  your  practice, 
profession,  and  the  public  health. 

■ Representation  concentrated  specifically  on  economic  concerns,  such  as  professional 
liability  and  third  party  reimbursement. 

■ Representation  on  a broad  range  of  issues,  including  not  only  economic  concerns,  but  also 
quality  of  care,  ethical  issues,  public  health,  and  scientific  issues. 

To  receive  your  full  range  of  benefits,  select  one  and  only  one  of  these  free  packages  by  filling 
out  the  business  reply  card  in  your  AMA  Membership  Kit. 

Please  look  for  the  card  in  your  AMA  Membership  Kit  and  return  it  promptly.  Your  new 
benefit  package  is  one  more  way  the  AMA  supports  you  as  a physician. 


James  H.  Sammons,  MD 
Executive  Vice  President 


American  Medical  Association  535  North  Dearborn  Street;  Chicago,  Illinois  60610 
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1988 

ANNUAL  MEETING 

SOUTH  DAKOTA  STATE  MEDICAL 

ASSOCIATION 


June  2,  3,  4,  1988 
Howard  Johnson  Motor  Lodge 
Rapid  City,  South  Dakota 


New  three-day  format  with  adjournment  on  Saturday 

Thursday  — Business  Meetings 

Educational  seminar  on 
communications 
AMA-ERF  “Fun  Night” 

Friday  — Scientific  session  on  AIDS 
Golf,  trap  shoot,  run 
Awards  and  Presidential  Address 
Social  hour  and  dinner 

Saturday  — Business  meetings 
Specialty  sessions 


Mark  your  calendar  — Plan  to  attend 
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SOUTH  DAKOTA 


Editorials 


The  Fetal  Alcohol  Syndrome 


Robert  E.  Van  Demark,  Sr.,  Editor 


An  excellent  review  of  the  subject  by  Hun- 
timer  appeared  in  the  last  July  issue  of  the 
South  Dakota  Journal  of  Medicine.  It  emphasized 
general  guidelines  in  antenatal  care  for  the  preven- 
tion of  the  Fetal  Alcohol  Syndrome.  In  contrast, 
most  of  the  American  medical  literature  has  em- 
phasized the  medical  manifestations  resulting  from 
this  difficult  social  problem. 

Several  years  ago.  Dr.  Alan  Brevik,  Medical  Di- 
rector at  the  Redfield  State  Hospital  and  School, 
first  called  my  attention  to  this  preventable  and  in- 
teresting condition.  Alcohol  is  said  to  be  a very 
common  cause  of  mental  retardation.  The  syndrome 
occurs  typically  in  an  alcoholic  mother  who  has 
availed  herself  of  little  or  no  antenatal  care.  Paternal 
alcohol  abuse  may  also  affect  fetal  development. 
At  birth,  the  infant  (with  the  usual  full  blown  syn- 
drome) has  prominence  of  the  forehead  and  man- 
dible with  maxillary  hypoplasia  and  maldevelop- 
ment,  small  eyes  with  short  palpebral  fissures. 


delayed  development  and  growth,  microcephaly  and 
mental  retardation.  Atypical  cases  do  occur. 

Many  parts  of  the  body  have  been  reported  to  be 
effected.  Cardiac  defects,  congenital  cervical  fu- 
sions, cleft  palate,  hair  lip,  occular  disturbances, 
genitalia  abnormalities,  club  feet,  and  metacarpal 
abnormalities  have  all  been  reported  in  addition  to 
those  previously  mentioned. 

Prevention  is  the  only  effective  measure.  During 
the  first  trimester  of  pregnancy,  the  fetus  is  partic- 
ularly susceptible  to  the  effects  of  alcohol.  Although 
the  syndrome  has  been  reported  after  both  alcoholic 
parents  have  stopped  drinking  (prior  to  pregnancy), 
cessation  of  the  use  of  alcohol  during  pregnancy  is 
most  effective  in  preventing  the  syndrome.  In  1981 , 
the  Surgeon  General  advised  total  abstinence  for  all 
expectant  mothers  since  a safe  level  of  alcohol  con- 
sumption has  not  been  determined.  This  advice  re- 
mains axiomatic.  ■ 
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DOCTOR, 

is  it  time  for  a change? 

• You’re  spending  too  much  time  on  paperwork. 

• You  want  to  live  in  Europe,  not  just  vacation  there  for  a couple  of  weeks. 

• You  want  to  get  involved  with  academic  medicine,  full-time. 

• You  want  to  subspecialize,  but  can’t  support  your  family  on  a fellow’s  stipend. 

It’s  time  for  a change. 

If  you  are  seriously  considering  changing  your  situation,  you  owe  it  to  yourself  to 
consider  the  Army  Medical  Department.  We  have  an  amazingly  wide  variety  of  prac- 
tice situations  available  to  qualified  physicians.  Clinical  and  hospital-based  practices 
in  small  towns,  cities,  major  metropolitan  areas.  Sunbelt,  Snowbelt,  Europe, 
Asia,  Panama.  Full-time  academic  positions.  Full-time  research  and  development 
positions.  Fellowships  that  pay  like  practice  positions.  For  a confidential  evaluation, 
compensation  estimate,  and  vacancy  projection,  call 


V. 


Major  Mike  Edwards 
(816)  891-7720 

ARMY. 

BEALLYOUCANBE.  (Inquiries  held  in  strict  confidence;  position  guaranteed  before  commitment.) 


APRIL  1 988 
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Family  Physician 

Family  physician  needed  to  take  over  my  well- 
run  general  practice  in  rural  South  Dakota.  I'm 
65  and  want  to  retire  but  would  gladly  give  you 
all  the  coverage  you  need  for  days,  weekends, 
or  whole  vacations.  Office  building,  equipment 
and  excellent  records  will  all  be  yours  at  no  cost. 
Attractive  compensation  package  including  guar- 
antee and  malpractice  coverage.  Write  in  con- 
fidence to: 


Eric  Mueller,  MD 
429  Main  St. 

Tripp,  SD  57376  or 
Mike  Peterson,  Administrator 
Landmann  Jungman  Memorial  Hospital 
Scotland,  SD  57059  (15  minutes  away) 


Family  Practice 
Opportunity 

Outstanding  outdoor  recreation  includes  four  star 
bird  and  big  game  hunting  and  fishing.  Practice 
options  offered:  single  specialty  group,  partner- 
ship or  solo  with  coverage.  Each  position  located 
in  a Norman  Rockwell  type  community  offering 
good  schools,  secure  neighborhoods  and  low  cost 
of  living.  Competitive  guarantee/benefits  pack- 
age. 

Search  conducted  by: 

Physician  International 
4-SD  Vermont  St. 

Buffalo,  NY  14213 
(716)  884-3700 


Internist 

Excellent  opportunity  for  BC/BE  internist(s). 
Integrated  health  system  in  fast  growing 
desert  community.  35  minutes  from  Palm 
Springs.  Compensation  plan  which  includes 
high  guaranteed  base  and  incentive  com- 
ponent. Send  CV  to: 

Delta  Hi-Desert  Medical  Group 
915  Camino  Del  Mar 
Del  Mar,  CA  92014 


Medical  Opportunities-Physiciq 


It’s  not  just 
where  you  work... 

It’s  where  you  Jive, 

In  response  to  growth  in  our  area  and  in  conjunction  with 
our  Corporate  Plan  we  are  looking  for  board  certified  or 
board  eligible  physicidns  specializing  in  Family  Practice, 
OB/GYN,  and  Internal  Medicine  to  join  our  organization 
Bartron  Clinic  is  a well  established  broad-based  medical 
facility  affiliated  with  Prairie  Lake  Health  Care  Center.  Our 
primary  facility  is  located  in  Watertown,  South  Dakota. 

Watertown  is  a prosperous  progressive  community  located 
in  the  Glacial  Lakes  Region  of  Northeastern  South  Dakota 
Over  106,000  people  appreciate  the  education,  shopp- 
ing, and  entertainment  opportunities  of  the  region.  At  the 
same  time  they  enjoy  the  comfort  and  safety  of  a smaller 
community.  Recreation  and  exercise  is  an  endless  four 
season  experience 

If  you  would  like  the  opportunity  to  experience  profes- 
sional and  personal  growth  in  an  environment  of 
quality. ..give  us  a call.  We  otter  an  attractive 
salary/benefits  package  and  investment  opportunities.  We 
would  be  happy  to  host  you  tor  a personal  visit. 

For  further  information  contact:  Joel  Frey,  Administrator 


m 


Bartron  Clinic,  P.C. 

320  Seventh  Avenue  Southeast 
Watertown,  South  Dakota  57201-4899 
(605)  886-8471 
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SOUTH  DAKOTA 


University  of  South  Dakota  School  of  Medicine 

" ...  providing  medical  education , service 
and  research  for  South  Dakotans" 


The  Relation  Between  Rapid-Cycling 
Cyclothymia  and  Bulimia;  Case  Reports  of 
Two  Women* 

The  concept  of  a relationship  between  bulemia  and  cyclothymia  is  given  support 
by  this  report  of  two  young  women  in  whom  the  two  disorders  are  especially  parallel. 

Christine  M.  Leybaf 
Donald  D.  Gold,  M.D4 


ABSTRACT 

This  is  a report  of  two  young  women  with  rapid- 
cycling cyclothymia  and  bulimia  who  display  a 
close  relationship  between  the  onset  of  these  dis- 
orders, and  in  addition,  a definite  correlation 
between  intensity  of  the  mood  swings  and  sever- 


A possible  link  between  bulimia  and  affective 
disorders  has  been  suggested  in  recent  years. 
Evidence  in  support  of  this  conjecture  is  found  in: 
1 ) the  increased  prevalence  of  affective  disorders  in 
bulimic  patients,13  2)  the  prevalence  of  affective 
disorders  in  the  first  degree  relatives  of  bulimic  pa- 
tients,4-7 3)  the  occurrence  of  abnormal  dexameth- 
asone  suppression  tests  in  bulimic  patients,6' 8 and 
4)  the  response  of  bulimia  to  drugs  used  to  treat 
affective  disorders.2' 810  Although  several  studies 
have  discussed  the  prevalence  of  affective  disorders 
in  bulimic  patients,1-3  none  has  described  patients 
showing  correlation  between  onset  of  the  disorders, 
or  with  the  severity  of  symptoms.  Two  young  women 
with  bulimia  and  rapid-cycling  cyclothymia  who 
appear  to  show  such  a correlation  are  presented  here. 


* This  report  is  based  upon  work  done  during  a senior  clerkship 
in  psychiatry 

t Fourth  year  student,  USD  School  of  Medicine,  Sioux  Falls, 
SD.  Ms.  Leyba  will  receive  her  M.D.  from  USD  on  May  7, 
1988.  She  will  begin  her  residency  in  psychiatry  at  Letterman 
Army  Medical  Center,  San  Francisco,  CA,  on  July  1. 
t Associate  Professor,  Department  of  Psychiatry,  USD  School 
of  Medicine,  Sioux  Falls,  SD. 


ity  of  the  bulimia.  These  two  individuals  provide 
further  evidence  suggestive  of  a link  between  af- 
fective disorders  and  bulimia,  and  support  spec- 
ulation about  a possible  genetic  mechanism  be- 
hind the  two  disorders. 

CASE  REPORTS 
Case  1 

Ms.  A is  an  attractive  18  year  old  woman,  64 
inches  tall  and  weighing  130  pounds  (108%  ideal 
body  weight).  She  began  binging  at  age  13  and 
added  purging  at  age  16  for  weight  control.  She  had 
also  experienced  onset  of  mood  swings  at  age  16. 
Between  age  16  and  18,  she  was  hospitalized  three 
times  for  bulimia,  and  twice  for  suicide  attempts. 

Ms.  A’s  binges  were  always  solitary  and  occurred 
one  to  three  times  a week  at  any  time  of  the  day. 
She  ate  3000  to  4000  calories  in  45  minutes,  be- 
coming so  stuffed  she  could  barely  move.  She  then 
induced  vomiting. 

Ms.  A’s  mood  swings  occurred  at  approximately 
two  week  intervals.  She  would  typically  be  ‘ ‘down” 
for  two  to  three  days  and  “up”  for  a week.  During 
the  depressive  periods,  she  had  low  energy,  low 
self-esteem,  decreased  libido,  sleep  difficulties,  guilt 
feelings,  crying  spells,  and  suicidal  thoughts.  She 
made  one  suicide  gesture  and  two  suicide  attempts 
while  “down.”  While  “up,”  Ms.  A slept  four  hours 
or  less,  took  on  far  more  projects  than  she  could 
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ever  finish,  had  increased  libido,  felt  happy-go- 
lucky,  and  stopped  caring  what  others  thought  about 
her.  As  the  intensity  of  these  mood  swings  in- 
creased, her  binging  and  purging  also  increased. 

Therapy  consisting  of  900  mg  lithium  carbonate 
and  150  mg  imipramine  daily  was  begun.  On  this 
regimen,  the  mood  swings  disappeared,  and  she 
stopped  binging  and  purging.  Recently,  she  missed 
two  doses  of  lithium,  and  within  two  days,  became 
depressed,  and  binged  and  purged  twice.  Except  for 
this  minor  setback,  she  is  coping  well  with  starting 
college  and  living  on  her  own. 

Case  2 

Ms.  B is  a 26  year  old  woman  who  is  68  inches 
tall  and  weighs  1 15  pounds  (81%  ideal  body  weight). 
She  started  binging  at  age  14  and  added  purging  at 
age  17  for  weight  control.  Eating  behavior  was  more 
anorectic  than  bulimic;  she  lost  60  pounds  in  five 
months  and  developed  amenorrhea.  Her  eating  be- 
havior has  subsequently  settled  into  a bulimic  pat- 
tern of  binging  and  purging. 

Mrs.  B first  became  aware  of  her  mood  swings 
when  she  sought  help  for  her  eating  disorder,  al- 
though reportedly,  she  has  suffered  from  labile 
moods  since  childhood.  She  has  had  numerous  hos- 
pitalizations for  anorexia  nervosa,  bulimia,  depres- 
sion, alcohol  dependence,  and  several  suicide  at- 
tempts. 

Frequency  of  binging  and  purging  range  from 
once  or  twice  a week  to  twice  or  more  a day  when 
Ms.  B.  is  feeling  out  of  control.  The  binges  are 
always  solitary,  and  she  consumes  2000  calories 
before  she  becomes  uncomfortably  full  and  induces 
vomiting.  Ms.  B has  extreme  mood  swings  and  she 
experiences  increased  binging  and  purging  as  the 
mood  swings  increase. 

She  estimates  that  she  often  has  more  than  four 
severe  mood  swings  per  day.  Her  depressive  periods 
last  from  20  minutes  to  a few  hours.  During  such 
episodes,  she  experiences  low  self-esteem,  crying 
spells,  and  intense  depression  with  suicidal  ideation. 
Her  “up”  periods  are  shorter,  usually  lasting  no 
more  than  30  minutes.  While  “up,”  she  has  lots 
of  energy  and  racing  thoughts,  has  gone  on  buying 
sprees,  and  has  been  sexually  promiscuous  with 
strangers. 

Multiple  medical  regimens  have  been  tried  un- 
successfully for  Ms.  B;  however,  her  compliance 
has  sometimes  been  in  question.  She  has  taken  des- 
ipramine,  imipramine,  nortriptyline,  trazadone,  al- 
prazolam, thioridazine,  lithium  carbonate,  phen- 
elzine, and  pargyline.  Most  promising  was  the 
phenelzine  (60  mg  daily)  which  stopped  the  mood 
swings  and  the  binging  and  purging  for  three  weeks. 
However,  symptoms  returned,  and  despite  dosage 


manipulations,  the  therapeutic  effect  was  never  re- 
gained. Ms.  B was  recently  started  on  sodium  val- 
proate (500  mg  BID)  although  she  is  tolerating  the 
drug  well,  no  improvement  is  yet  evident.  She  con- 
tinues to  have  mood  swings  and  bulimia. 

DISCUSSION 

Both  these  young  women  fulfill  the  DSM-III-R 
criteria  for  bulimia  and  for  cyclothymia.  In  both, 
there  is  an  apparent  relationship  between  the  dis- 
orders. This  is  especially  striking  in  Ms.  A.  Bulimia 
and  cyclothymia  both  started  in  her  sixteenth  year. 
There  appears  to  be  a direct  correlation  between  the 
intensity  of  her  mood  swings  and  the  severity  of  her 
bulimia,  and  both  conditions  responded  dramati- 
cally to  lithium  and  imipramine.  For  Ms.  B,  the 
relationship  is  less  clear  but  there  is  a definite  as- 
sociation between  the  intensity  of  her  mood  swings 
and  the  severity  of  her  bulimia.  The  more  rapidly 
her  moods  cycle,  the  more  out  of  control  her  eating 
behavior  becomes. 

The  close  correlation  between  cyclothymia  and 
bulimia  in  these  two  women  provides  additional 
support  for  a link  between  affective  disorders  and 
bulimia.  The  common  onset,  associated  waxing  and 
waning  of  symptoms,  and  similar  response  to  med- 
ication strongly  suggest  that  the  link  between  the 
disorders  is  more  than  coincidence.  Since  so  little 
is  known  about  the  etiology  of  bulimia,  the  possi- 
bility of  a genetic  link  to  affective  disorders  is  sug- 
gested as  an  intriguing  speculation,  deserving  fur- 
ther study. 
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SOUTH  DAKOTA 


Auxiliary  News 


Carmen  Chavier,  President,  South  Dakota  State  Medical 
Association  Auxiliary 


New  Consciousness 

Change  is  an  inevitable  phenomenon.  If  it  wasn’t 
for  change  there  wouldn’t  be  advancement. 
Take  for  example  some  historical  milestones.  Try 
to  imagine  life  before  the  Renaissance,  without  it 
we  would  still  be  in  the  Dark  Ages;  imagine  life 
before  the  French  Revolution,  without  it  basic  rights 
of  man  wouldn’t  exist;  imagine  life  before  the  In- 
dustrial Revolution,  without  it  we  would  still  be  on 
horse  and  buggy. 

Today  there  is  change  in  the  air.  Young  Ameri- 
cans are  turning  away  from  themselves  and  con- 
centrating on  the  needs  of  others.  After  the  selfish 
decades  of  the  60s,  70s,  and  part  of  the  80s,  vol- 
unteerism  is  in  fashion,  or  so  it  is  according  to 
Newsweek  magazine,  which  states  in  their  February 
8,  1988,  issue  that  “high-paid  Yuppies  are  pencil- 
ing compassion  into  their  calendars”  and  doing  all 
sorts  of  volunteer  work.  The  major  TV  networks 
also  seem  to  agree.  I have  recently  seen  several 
claims  to  that  fact. 

So  we  now  realize  that  life  is  not  fulfilling  without 
some  sort  of  volunteer  work  (to  think  that  Erma 
Bombeck  “dreamed”  about  life  without  volunteers 
and  saw  it  as  the  end  of  civilization). 

The  AMA  directive  must  have  sensed  the  new 
trend.  Last  February,  I attended  the  National  Aux- 
iliary Leadership  Confluence  in  Chicago,  and  in  the 
presence  of  hundreds  of  Auxiliary  members,  young 
and  old,  Ross  Rubin,  Assistant  Director  of  the  AMA 
Division  of  Legislative  Activities,  made  an  appeal 
to  volunteerism:  “We  need  you;  Please  become  in- 


volved; You  can  really  make  a difference,”  he  said. 
As  he  thanked  those  who  have  already  joined  forces, 
he  stressed  the  need  for  more  physicians  and  spouses 
to  actively  participate  in  such  programs  as  Key  Con- 
tact and  Phone  Bank. 

Closer  to  home,  volunteerism  is  at  work.  Last 
January  25,  the  SDSMAA  held  its  annual  Legis- 
lative Dinner  in  Pierre.  Sixty-three  people  attended, 
30  physicians  and  spouses,  28  legislators  and  6 med- 
ical students.  Thanks  are  due  to  our  “volunteer” 
Legislation  Chairman,  Peggy  Huber  (Thomas),  for 
the  fine  work  in  putting  this  successful  event  to- 
gether. Thanks  are  also  due  to  all  of  you  who  par- 
ticipated. Without  the  support  and  encouragement 
of  those  attending  there  wouldn’t  be  much  chance 
for  success. 

So  VOLUNTEERISM  is  in!  Lor  some  precious 
few  it  has  always  been  in.  The  SDSMAA’s  78  years 
of  active  duty  prove  it.  In  spite  of  that,  more  people 
are  needed.  The  Auxiliary  needs  lots  of  volunteers 
to  implement  its  many  projects.  Please  encourage 
your  spouse  to  join  our  forces.  WE  NEED  THEM 
as  much  as  we  need  you. 

The  country,  the  Auxiliary  and  the  society  in 
general  welcomes  the  new  consciousness.  It  rep- 
resents a change  of  attitude  from  a materialistic 
“me”  generation  to  a more  compassionate  way  of 
life. 

The  Renaissance  shed  new  knowledge,  the  Lrench 
Revolution  established  new  rights,  the  Industrial 
Revolution  brought  about  new  way  of  life,  and  Erma 
Bombeck  introduced  new  laughter.  Today’s  new 
consciousness  will  establish  a new  kind  of  individ- 
ualism, an  individual  not  entirely  centered  on  him- 
self but  on  the  well-being  of  others  as  well.  I like 
to  think  of  this  new  development  as  man’s  creation 
of  a niche  within  a niche.  ■ 
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BECOME  A "SPONSORING"  MEMBER 

OF  THE 

SOUTH  DAKOTA  MEDICAL  SCHOOL 
ENDOWMENT  ASSOCIATION 

You  can  be  a "Sponsor"  by  contributing  $100  or 
MORE  in  a calendar  year  to  the  Endowment 
Association. 

Your  contributions  may  be  tax  deductible  and 
the  money  is  very  much  needed  to  make  low 
interest  (6%)  loans  to  the  medical  students  who 
are  attending  the  University  of  South  Dakota 
School  of  Medicine. 

In  the  last  four  years  the  Endowment 
Association  has  increased  the  number  of  loans 
granted  annually  from  14  to  72  and  the  total 
amount  loaned  annually  from  $21,000  to 
$35,000.  The  Board  has  allocated  $45,000  for 
loans  this  year.  This  represents  nearly  a 30% 
increase  which  means  we  must  increase  our 
contributions. 

WON'T  YOU  PLEASE  HELP? 

Send  your  contributions  to: 

South  Dakota  Medical  School  Endowment  Association 
1323  S.  Minnesota  Ave. 

Sioux  Falls,  SD  57105 


24 


SOUTH  DAKOTA 


Professional  Liability  Briefs 


Physicians’  Public  Image 

Following  your  review  of  this  column,  you 
might  be  asking  yourself  how  this  information 
relates  to  professional  liability  concerns.  Re- 
member that  patients  and/or  family  members  are 
the  persons  who  initiate  law  suits.  Their  attitudes 
and  perceptions  about  their  physician(s)  and  the 
medical  community  in  general  may  play  a de- 
termining role  in  the  decision  to  fde  an  action. 
This  column  provides  you  with  the  results  of  an 

For  a number  of  years,  the  AM  A has  moni- 
tored trends  in  public  attitudes  toward  physi- 
cians. The  1987  survey  included  a series  of  items 
on  this  topic,  seven  statements  with  which  the  re- 
spondent was  asked  to  agree  or  disagree.  As  shown 
in  the  table,  there  is  a general  tendency  toward  lower 
levels  of  agreement,  compared  to  two  years  ago 
when  all  of  these  items  were  last  included  on  the 
survey.  The  first  four  items  in  the  table  indicate 
change  in  the  direction  of  a less  positive  attitude 
toward  physicians  since  1985,  while  the  last  three 
show  increased  positive  sentiment. 

The  proportion  of  the  public  who  agreed  that  most 
doctors  take  a genuine  interest  in  their  patients  fell 
from  74%  in  1985  to  63%  this  year.  Our  oldest 
respondents  (at  71%)  were  more  likely  to  agree  with 
this  item  than  those  under  65  (at  61%).  On  the 
second  item,  61%  this  year  — compared  to  73%  in 
1985  — agreed  that  doctors  are  usually  up  to  date 
on  the  latest  advances  in  medicine.  Of  course,  this 
may  say  as  much  about  perceptions  of  an  “infor- 
mation explosion”  as  it  says  about  perceptions  of 
physicians.  Here  the  youngest  and  oldest  respond- 
ents were  more  likely  than  those  35-64  to  agree  with 


AMA  Public  Opinion  Survey  concerning  Physi- 
cian’s Public  Image.  Data  presented  from  this 
1987  survey  were  gathered  in  telephone  inter- 
views of  1,506  adults,  conducted  between  Jan- 
uary 29  and  February  23. 

This  information  is  also  timely  in  that  part  of 
the  scientific  program  during  this  year’s  annual 
meeting  will  be  about  physician/patient  com- 
munication and  the  physician’s  image. 


the  statement  (67%  to  54%).  Agreement  steadily 
decreased  as  respondents  moved  up  the  income  lad- 
der (from  67%  of  those  who  make  $10,000  or  less 
to  55%  of  those  with  the  highest  incomes). 

A small  drop  is  evident  between  1985  and  1987 
in  the  percentage  who  agreed  that  doctors  usually 
explain  things  well  to  their  patients.  However,  this 
particular  item  appeared  on  the  1986  survey  and 
was  agreed  to  by  44%,  so  the  current  result  actually 
shows  a 1%  improvement  from  one  year  earlier. 
Again  on  this  item,  the  youngest  and  oldest  re- 
spondents had  a more  positive  image  of  physicians 
than  did  those  between  35  and  64  (51%  to  37%), 
while  the  percentage  of  positive  responses  decreased 
as  educational  level  rose  (from  52%  to  41%).  The 
fourth  item  in  this  table  is  the  percentage  of  our 
respondents  who  agreed  that  most  doctors  spend 
enough  time  with  their  patients.  Here,  too,  there  is 
a small  decrease  in  the  percentage  of  the  public 
agreeing  with  the  statement  since  1985.  Although 
it  is  not  shown  in  the  table,  a 56%  majority  disa- 
greed with  the  item  in  1987.  Respondents  65  and 
older  were  not  more  likely  to  agree  with  this  state- 
ment than  those  under  65,  but  they  were  less  likely 


Please  tell  me  if  you  agree  or  disagree  with  each  of  the  following  statements  about  doctors. 


Public  Opinion  1982 

Most  doctors  take  a genuine  interest  in 

their  patients 68% 

Doctors  are  usually  up-to-date  on  the 

latest  advances  in  medicine  71 

Doctors  usually  explain  things  well 

to  their  patients  55 

Most  doctors  spend  enough  time  with 

their  patients 46 

Doctors  are  too  interested  in  making 

money 60 


Doctors  are  too  quick  to  prescribe  drugs 
when  other  kinds  of  treatments  might 

be  useful  

Doctors  keep  patients  waiting  too  long  . . 


% Agree 


1983 

1984 

1985 

1986 

1987 

62% 

62% 

74% 

** 

63% 

72 

71 

73 

** 

61 

49 

44 

50 

44 

45 

38 

34 

41 

** 

36 

66 

67 

62 

** 

56 

** 

** 

66 

** 

58 

** 

** 

78 

** 

69 
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to  disagree  and  more  likely  to  say  they  were  unsure. 

Since  each  of  the  last  three  items  in  the  table  is 
a negative  statement,  a lower  level  of  agreement 
represents  a more  positive  response  to  physicians. 
Compared  to  1985,  6%  fewer  respondents  agreed 
that  doctors  are  too  interested  in  money,  8%  fewer 
agreed  that  doctors  are  too  quick  to  prescribe  drugs, 
and  9%  fewer  agreed  that  doctors  keep  patients  wait- 
ing too  long.  On  these  items,  adults  65  and  over 
were  less  likely  than  others  to  feel  that  doctors  keep 
patients  waiting  too  long,  but  more  likely  to  agree 
that  doctors  are  too  quick  to  prescribe  drugs  and 
that  doctors  are  too  interested  in  making  money. 
Joining  older  respondents  in  being  more  likely  to 
agree  that  doctors  are  too  interested  in  making  money 
were  those  with  a high  school  diploma  or  less  (71%, 
compared  to  57%  for  those  with  some  college  and 
47%  for  college  graduates)  and  respondents  whose 
annual  income  is  $40,000  or  less  (58%,  compared 
to  48%  of  those  who  make  over  $40,000). 

So,  just  as  we  found  last  year,  results  related  to 
trends  in  the  public  image  of  physicians  continue 
to  be  mixed.  Physicians  generally  are  the  object  of 
negative  sentiment  in  relation  to  a variety  of  issues, 
and  on  some  measures  their  image  is  worse  than  it 
was  two  years  ago.  On  other  items,  though,  clear 
improvement  is  evident,  leading  to  the  same  con- 
clusion drawn  after  last  year’s  study:  the  overall 
public  image  of  physicians  is  essentially  stable,  with 
both  up  and  down  fluctuation  in  public  sentiment 
on  particular  aspects  of  that  image.  Of  the  demo- 
graphic variables  we  can  take  into  account,  age  is 
most  likely  to  affect  responses  on  these  measures 
of  physician  image.  ■ 


YOCON 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester:  The  alkaloid  is  found  in  Rubaceae  and  related  trees . 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration  Yohimbine’s  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon  - is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications:  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.12  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally. 1 3 
Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence.1'3-4  1 tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness . In  the  event  of  side  effects  dosage  to  be  reduced  to  % tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks.3 
How  Supplied:  Oral  tablets  of  Yocon"  1/12  gr.  5.4  mg  in 
bottles  of  100's  NDC  53159-001-01  and  1000's  NDC 
53159-001-10. 
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SOUTH  DAKOTA 


This  Is  Your  Medical  Association 


Two  physicians  have  been  elected  to  management 
positions  at  the  Bartron  Clinic,  P.C.  in  Watertown. 
Dr.  Roger  Carter,  a general  and  thoracic  surgeon, 
was  elected  president  and  Dr.  Linda  Peterson,  an 
obstetrician/gynecologist,  was  elected  medical  di- 
rector. 


Charles  Rodney  Stoltz,  M.D.,  died  recently  in 
Mesa,  Arizona,  where  he  and  Mrs.  Stoltz  were 
spending  the  winter.  Dr.  Stoltz  was  bom  in  Ord, 
Neb.  on  October  5,  1914.  He  graduated  from 
Ord  High  School  and  Nebraska  Wesleyan  Uni- 
versity. In  1941  he  received  his  medical  degree 
from  the  University  of  Nebraska  College  of  Med- 
icine. He  was  an  intern  and  resident  at  the  Uni- 
versity of  Iowa  Hospitals  in  Iowa  City,  Iowa.  As 
a medical  officer  in  the  United  States  Army,  he 
was  attached  to  the  Manhattan  Project  at  Oak 
Ridge,  Tenn.  and  served  as  a member  of  the 
radiological  safety  team  for  the  Bikini  Atoll  bomb 
tests.  He  began  private  practice  in  1947,  in 
Watertown  with  the  Watertown  Clinic  and  later 
joined  the  Bartron  Clinic.  He  retired  from  active 
practice  in  1979  and  moved  to  Sioux  Falls  in 
1983. 

Dr.  Stoltz  was  active  in  the  Watertown  District 
Medical  Society,  the  South  Dakota  State  Medical 
Association,  serving  as  president  in  1960-61,  and 
he  was  a member  of  the  AM  A.  He  was  certified 
by  the  American  Board  of  Obstetrics  and  Gyne- 
cology, a founding  member  of  the  American  Col- 
lege of  Obstetricians  and  Gynecologists  and  a 
member  of  the  Central  Association  of  Obstetri- 
cians and  Gynecologists. 

He  belonged  to  the  First  United  Methodist 
Church,  first  in  Watertown  and  then  Sioux  Falls. 
In  Watertown,  he  sang  in  the  choir  for  over  25 
years  and  served  on  various  boards  and  com- 
mittees. He  was  past  president  of  the  Watertown 
Kiwanis  Club.  He  was  a founding  member  and 
president  of  the  Board  of  Directors  of  Town  Play- 
ers, a member  of  Watertown  Masonic  bodies  and 
the  Yelduz  Shrine.  He  was  active  in  the  American 
Cancer  Society,  serving  two  terms  as  president 
of  the  South  Dakota  Division.  He  was  also  a 
member  of  Alpha  Omega  Alpha. 

Dr.  Stoltz  and  Virginia  Lee  Cotton  were  mar- 
ried, in  1939,  in  Lincoln,  Nebraska.  They  have 
two  children,  Dr.  C.  Roger  Stoltz  of  Sioux  Falls 
and  Mrs.  Gail  Lee  (James)  Grunnet  of  Minne- 
apolis, and  five  grandchildren. 


Dr.  Jessie  Easton,  Sioux  Falls,  has  been  honored 
by  Governor  George  Mickelson  with  the  outstand- 
ing physician  award  for  her  commitment  to  the  re- 
habilitation of  disabled  persons.  Dr.  Easton,  who 
specializes  in  physical  medicine  and  rehabilitation, 
is  vice  president  on  the  board  of  directors  for  Prairie 
Freedom  Center  for  Disabled  Independence. 

* * * * 

The  USD  School  of  Medicine  recently  announced 
that  Rodney  Parry,  M.D.,  Sioux  Falls,  has  been 
appointed  Executive  Dean  of  the  USD  School  of 
Medicine  in  Sioux  Falls.  He  will  replace  outgoing 
Associate  Dean  Charley  Gutch,  M.D. 

A Canistota  native,  Dr.  Parry  came  to  Sioux  Falls 
in  1976  after  completing  a fellowship  in  pulmonary 
disease  at  Mayo  Clinic.  He  is  a graduate  of  South 
Dakota  State  University  in  Brookings  and  received 
his  M.D.  degree  from  the  University  of  Wisconsin 
in  Madison,  Wise. 

* * * * 

Dr.  Rodney  Parry,  a Sioux  Falls  physician  who 
specializes  in  pulmonary  disease,  has  been  elected 
president  of  the  South  Dakota  Lung  Association. 

* * * * 

Dennis  Johnson,  M.D.  and  Gail  Benson,  M.D., 

Sioux  Falls,  have  been  elected  members  of  the  North 
American  Spine  Society,  an  educational  organiza- 
tion dedicated  to  improving  and  advancing  spinal 
surgery.  Both  practice  as  surgeons  at  Sioux  Falls’ 
four  hospitals. 

(continued  next  page) 
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Huron  ophthalmologist,  Ravi  Kapur,  M.D.,  has 
been  accepted  as  a charter  member  of  the  American 
College  of  Eye  Surgeons.  The  college  will  serve  as 
a training  ground  for  ophthalmic  surgeons  who  will 
seek  certification  by  the  American  Board  of  Eye 
Surgeons.  Dr.  Kapur  is  a board  certified  ophthal- 
mologist and  a fellow  of  the  American  Academy  of 
Ophthalmology. 

* * * * 

Tom  Hermann,  M.D.,  Sturgis,  has  been  named  a 
diplomate  of  the  American  Board  of  Family  Prac- 
tice. 

SjC  ❖ 

Dr.  Raymond  Zakahi,  Pierre,  was  given  special 
recognition  at  the  Governor’s  Award  Luncheon, 
honoring  South  Dakota  disabled  citizens  and  those 
serving  the  disabled,  in  Pierre  recently.  Dr.  Zakahi 
was  honored  by  the  State  and  the  State  Department 
of  Vocational  Rehabilitation  for  25  years  of  service 
as  medical  consultant  for  the  State  Voc-Rehab  Pro- 
gram. 

^ 

Aberdeen  physician,  Scott  Berry,  M.D.,  has  re- 
cently been  certified  as  a diplomate  of  the  American 
Board  of  Obstetrics  and  Gynecology. 

JjC  ^ 

The  University  of  South  Dakota  School  of  Medicine 
has  announced  the  selection  of  South  Dakota  as  a 
tour  site  for  a delegation  of  Soviet  physicians  this 
spring.  The  tour,  sponsored  by  the  School  of  Med- 
icine and  Physicians  for  Social  Responsibility,  is 
the  first  of  its  kind  for  South  Dakota  and  rural  Amer- 
ica. 

Dr.  Michael  Heisler,  Assistant  Professor  of  In- 
ternal Medicine,  was  instrumental  in  organizing  the 
Soviet  visit  to  South  Dakota.  He  traveled  to  the 
Soviet  Union  last  year  by  invitation  of  the  Soviet 
Ministry  of  Health  and  the  International  Physicians 
for  the  Prevention  of  Nuclear  War. 

Dr.  Robert  Talley,  Dean  of  the  Medical  School, 
says  we  are  excited  about  the  ongoing  benefits  and 
possibilities  that  could  result  from  this  event. 

* * * 

Paul  Millea,  M.D.,  family  practice,  has  joined  Dr. 
Kenneth  Bartholomew  in  his  medical  practice  in 
Faulkton.  He  was  bom  in  Utah  but  spent  most  of 
his  childhood  in  Rapid  City.  He  graduated  from  the 
South  Dakota  School  of  Mines  in  1978  with  an 


engineering  degree.  He  then  pursued  a master’s  de- 
gree in  health  related  professions  at  the  University 
of  Arizona  in  Tucson  graduating  in  1980.  He  went 
to  the  USD  School  of  Medicine  for  two  years  re- 
ceiving his  BS  degree  in  1982  and  transferred  to 
the  Medical  College  of  Wisconsin  in  Milwaukee  to 
receive  his  M.D.  degree  in  1984.  He  completed  his 
internship,  his  family  practice  residency  and  a fel- 
lowship in  family  practice  at  Baylor  College  of 
Medicine  in  Houston,  Texas  in  1987. 

* * * * 

Russell  Galatzan,  M.D.,  Mitchell,  has  been  cer- 
tified by  the  American  Board  of  Pediatrics  and  will 
be  presented  for  fellowship  on  the  same  board. 

❖ 

Curtis  Liedtke,  D.O.,  Sturgis,  has  been  named  a 
diplomate  of  the  American  Osteopathic  Board  of 
General  Practitioners. 

* * * * 

Vishnu  Mulay,  M.D.,  specializing  in  the  practice 
of  general  surgery,  has  joined  the  Medical  Asso- 
ciates Clinic  in  Pierre.  Dr.  Mulay  was  bom  in  India. 
He  received  his  M.D.  degree  from  the  Topiwala 
National  Medical  College  in  Bombay,  India  in  1964. 
He  completed  his  internship  and  one  year  of  surgical 
residency  in  McKeesport,  Penn.  He  completed  the 
remainder  of  his  residency  in  Perry  Point,  Md., 
Baltimore,  Md.,  and  Phoenix,  Ariz.  by  1970.  Dr. 
Mulay  then  began  his  private  practice  in  Dyersville, 
Iowa  where  he  practiced  for  14  years  before  coming 
to  Pierre.  He  is  certified  by  the  American  Board  of 
Surgery. 

Dr.  Mulay  and  his  wife  Katherine  have  two  chil- 
dren. ■ 
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SOUTH  DAKOTA 


Socioeconomics 

Medicare  Payment  Reductions 


Beginning  April  1,  1988,  the  following  physician 
services  to  Medicare  patients  will  be  subject  to  pay- 
ment reduction. 


Service 

CPT  Code 

Bronchoscopy 
Carpal  tunnel 
neurolysis  and/or 

31622-31626 

transposition 

64721 

Cataract  surgery 
Coronary  artery 

66830-66985 

bypass  surgery 
Diagnostic  and/or 
therapeutic 
dilation  and 

33510-33528 

curettage 

58120 

Knee  arthroplasty 

27446-27447 

Knee  arthroscopy 
Pacemaker 
implantation 

29880-29881 

surgery 

Suprapubic 

33206-33208 

prostatectomy 
Total  hip 

55821 

replacement 
Transurethral 
resection  of  the 

27130-27132 

prostate 
Upper  gastro- 
intestinal 

52601 

endoscopy 

43235-43239 

Physicians  Needed 

General  Surgeon,  Family  Practitioner  and 
Internist  to  join  eight  doctor  clinic  in  Cloquet, 
MN,  a community  of  1 2,000  (30,000  service 
area),  located  20  minutes  from  Duluth-Su- 
perior. Clinic  facility  is  located  one  block 
from  modern,  well  equipped  77-bed  hospi- 
tal. Cloquet  enjoys  a stable  economy  (forest 
products).  Additionally,  our  community  is 
noted  for  its  excellent  school  system.  First 
year  salary  guarantee,  paid  malpractice, 
health  and  disability  insurance,  vacation  and 
study  time. 

Contact:  John  Turonie,  Administrator 
Raiter  Clinic,  LTD 
417  Skyline  Boulevard 
Cloquet,  MN  55720 
Phone:  (218)  879-1271 


General/Family 

Practitioner 

PROGRESSIVE  COMMUNITY  in  Northeast 
South  Dakota  has  a position  open  for  a gen- 
eral practitioner  or  family  practitioner  for 
full  time  solo  practice.  Guaranteed  income 
plus  generous  benefits  including  paid  mal- 
practice. Satellite  clinic  to  multihospital  sys- 
tem. No  night  or  weekend  call.  Send  CV  to: 

Mr.  Kim  Erb,  Administrative  Director 
Clinical  Services 
1400-1  5th  Avenue,  NW 
Aberdeen,  SD  57401 
Phone:  (605)  622-3489 


APRIL  1 988 
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Future  Meetings 


May 

Practice  of  Internal  Medicine,  Mayo  Clinic,  Rochester,  MN, 
May  2-6.  AM  A Category  I credit  avail.  Contact:  Postgrad- 
uate Courses,  Mayo  Clinic,  Rochester,  MN  55905. 

Ophthalmic  Reviews  — 1988,  Mayo  Clinic,  Rochester,  MN, 
May  13-14.  AMA  Category  I credit  avail.  Contact:  Post- 
graduate Courses.  Mayo  Clinic,  Rochester,  MN  55905. 

June 

Perinatal  Infections,  Marriott  Hotel,  Omaha,  NE,  June  3-4. 
Contact:  Maureen  McGinley,  CME,  Creighton  Univ.  School 
of  Med.,  Omaha,  NE  68178.  Phone:  (402)  280-2550. 

American  College  of  Emergency  Physicians’  17th  Annual 
Scientific  Assembly,  Mission  Hills  Resort  Hotel,  Rancho 
Mirage,  CA,  June  9-12.  Fee:  $250.  Contact:  CAL/ACEP, 
505  N.  Supulveda  Blvd.,  #12-14,  Manhattan  Beach,  CA 
90266.  Phone:  (213)  374-4039. 

Sixth  Annual  Maurice  E.  Grier  Symposium,  Marriott  Hotel, 
Omaha,  NE,  June  11.  Contact:  Maureen  McGinley,  CME, 
Creighton  Univ.  School  of  Med.,  Omaha,  NE  68178.  Phone: 
(402)  280-2550. 

52nd  Annual  Surgery  Course:  Progress  in  Gastrointestinal 
Surgery,  Willey  Hall,  U.  of  Minn.,  Minneapolis,  MN,  June 
15-18.  Contact:  CME,  U.  of  Minn.,  Box  202  UMHC,  420 
Delaware,  SE,  Minneapolis,  MN  55455.  Phone:  (612)  626- 
5525. 

Topics  and  Advances  in  Pediatrics,  Radisson  Univ.  Hotel, 
Minneapolis,  MN,  June  20-22.  Contact:  CME,  U.  of  Minn,, 
Box  202  UMHC,  420  Delaware  St.,  SE,  Minneapolis,  MN 
55455.  Phone:  (612)  626-5525. 


July 

Alaska  88  — Cruise  the  Inland  Passage,  July  6-13.  Topics 
in  Breast  Imaging  & Ultrasound.  Fee:  $460.  Contact:  Alaska 
88,  c/o  Medical  Seminars  International,  Inc.,  21915  Roscoe 
Blvd.,  Suite  222,  Conoga  Park,  CA  91304.  Phone:  (818) 
719-7380. 

Surgery  for  the  Primary  Care  Physician,  Grand  View  Lodge, 
Brainerd,  MN,  July  8-10.  Contact:  CME,  U.  of  Minn.,  Box 
202  UMHC,  420  Delaware  St.,  SE,  Minneapolis,  MN  55455. 
Phone:  (612)  626-5525. 

Fourth  Annua!  Berkshire  Medical  Conference  — Advances 
in  Cardiology,  Country  Inn,  Jiminy  Peak,  Hancock,  MA, 
July  14-16.  Fee:  $295.  15  hrs.  AMA  Category  I credit. 
Contact:  Neil  Novik,  PhD,  Exec.  Dir.,  Berkshire  AHEC, 
725  North  St.,  Pittsfield,  MA  01201 . Phone:  (413)  447-2417. 

Fourth  Annual  Berkshire  Medical  Conference  — Special 
Challenges  in  General  Medicine,  Country  Inn,  Jiminy  Peak, 
Hancock,  MA,  July  21-23.  Fee:  $295.  15  hrs.  AMA  Cate- 
gory I credit.  Contact:  Neil  Novik,  PhD,  Exec.  Dir.,  Berk- 
shire AHEC,  725  North  St.,  Pittsfield,  MA  01201.  Phone: 
(413)  447-2417. 

Eighth  Annual  Internal  Medicine  Review,  Hilton  Resort, 
South  Padre  Island,  TX,  July  24-29.  Fee:  $350.  25  hrs.  CME 
credit.  Contact:  Scott  and  White,  CME  off.,  2401  S.  31st 
St.,  Temple,  TX  76508.  Phone:  (817)  774-2350. 


USD  School  of  Medicine  Interdisciplinary  Conferences 

are  held  on  the  3rd  Saturday  of  each  month,  from  10:00 
a. m. -12:00  noon.  These  conferences  originate  at  the  School 
of  Medicine  in  Sioux  Falls  and  are  videotaped  to  each 
School  of  Medicine  location  in  the  state. 


South  Dakota  Society  Of 
Pathologists 


Officers  for  1987-88 

Tom  C.  Johnson,  M.D.,  President 

John  Barlow,  M.D.,  Vice  President 

Jerry  L.  Simmons,  M.D.,  Secretary-Treasurer 


YOUR  ROCHE  REPRESENTATIVE 
WOULD  LIKE  YOU  TO  HAVE 
SOMETHING  THAT  WILL... 


. . . improve  patient  satisfaction  with  office  visits 
. . . improve  patient  compliance  with  your  instructions 
. . . reduce  follow-up  calls  to  clarify  instructions 


The  new  Roche  product  books 


• Offer  a supplement  to,  not  a substitute  for,  patient  contact 

• Support  your  specific  instructions  to  the  patient 

• Provide  a long-term  reinforcement  of  your  oral  counseling 

Because  you  are  the  primary  source  of  medical  information  for  your  patients, 
we  invite  you  to  look  over  the  Roche  Product  Booklets  shown  below  and  ask 
your  Roche  representative  for  a complimentary  supply  of  those  applicable  to 
your  practice. 


ROCHE 

MEDICATDN 

ME 

EDUCATDN 


Medicines  that  matter  from  people  who  care 


Presenting 

the  winners  of  the  1988 

Roche  President’s  Achievement  Awards 


Roche  Laboratories  is  proud  to  honor  these  outstanding  sales  representatives, 
chosen  for  their  unparalleled  dedication  to  the  health-care  field,  professionalism 
and  consistent  high  level  of  performance.  Please  join  us  in  congratulating  these 
exceptional  individuals. 


Turn  to  the  preceding  page  and  find  out  how  your  award-winning 
Roche  representative  can  help  both  you  and  your  patients. 


University  of  Maryland 
Health  Sciences  Library 
111  S.  Greene  St. 
Baltimore,  MD  21201 


STACKS 


Two  Cases  of  Retractile  Mesenteritis  in 
Related  Individuals 

USD  School  of  Medicine  STackk 

What  Teachers  Think  About  AIDS 


Published  Monthly  by  the  S.D.  State  Medical  Assn. 


Volume  41  May  1988  Number  5 




Understanding 
your  needs  is 
part  of  our  job. 


Responding 
to  your  needs  is 
the  other  part. 


Count  on  us. 

Kevin  Loge 
Tom  Dunn 

Sioux  Falls  Area 
336-1976 


State  Area  Toll  Free 
1 -800-952-1  976 


*Reg  Trademarks  Blue  Cross  & Blue  Shield  Assn. 


Expect  tour 

NEXT  PATIENT  ON 
INDERAi:  LATO... 


(PROPRANOLOL  HCI) 

LONG  ACTING  CAPSULES  60,  80,  120,  160  mg 


Please  see  brief  summary  of  prescribing  information. 
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. . .like  the  more  than  one  million  patients  who  have 
received  INDERAl?  LA. 


-ARCUS RHODA JEREMY 
LIAN  FLOYD  ELLIOTT  HA 
>Y  MYRA  JOSH  EDWARD; 
AMMYMERRIE  CARLA  J( 
^LEY  IRIS  STEPHANIE  CHA 
’A  JESSICA  BERNARD  M> 
•!!E  BLAIR  PATRICIAMIL 
ANNON  MORRIS  BOND 
AHAMELEANOREGIN 
TORE CLAY PEARCE 
NICOLE  PETUNIA  HA 
LEE  CHERYL  ROBINS 


MNETTE LAURELTH 
RANDALL  PHYLLIS 


RION  JULIUS  GLEN“ 
JESSE  ASHLEY  CLI 
ANCHE  ROBIN  JACQ 


RK  NOAH  STEWART 


SHIRLEY  HARPER  PE 
iOLDIE  CASSIDY  VIRGI 
n|  LYDIA  GROVER  RUTL 


ADE FRAZER  LEROY D 
S MEREDITH  ALEXAN 


In  a recent  survey,  4,120  participating  physicians  gave 
us  their  views1  on  INDERAL  LA  in  the  treatment  of 
hypertension,  angina  and  migraine. 

inderal  la  is  their  preferred 
beta  blocker 

. . .of  the  nearly  three  out  of  four  physicians  responding 
to  the  questionnaire,  an  impressive  97%  rated  INDERAL 
LA  good  to  excellent  for  overall  performance.  Virtually  all 
cited  efficacy,  tolerability,  long-term  cardiovascular  pro- 
tection and  once-daily  convenience  as  important  factors 
in  their  choosing  to  prescribe  INDERAL  LA. 

inderal  la  promotes  patient 
compliance 

. . .Virtually  every  responding  physician  rated  patient  sat- 
isfaction with  INDERAL  LA  to  be  as  good  as,  or  better 
than,  other  beta  blockers. 


Like  conventional  INDERAL  Tablets,  INDERAL  LA  should  not  be  used  in  the  presence 
of  congestive  heart  failure,  sinus  bradycardia,  cardiogenic  shock,  heart  block 
greater  than  first  degree  and  bronchial  asthma. 


m ONCE-DAILY  m mm 

INDERAL  LA 

iPROPRANOUX  HCI) 


LONG  ACTING 
CAPSULES 
60,80,120, 160  mg 


The  one  you  know  best 
keeps  looking  better 

Please  see  next  page  for  brief  summary  of  prescribing  information. 
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PROPRANOLOL  HCI 


CAPSULES 


60.80,120. 160  mg 


The  one  you  know  best 
keeps  looking  better 


60  mg  80  mg  120  mg  160  mg 


BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION,  SEE  PACKAGE  CIRCULAR.) 


INDERAL"  LA  brand  of  propranolol  hydrochloride  (Long  Acting  Capsules) 

DESCRIPTION.  INDERAL  LA  is  formulated  to  provide  a sustained  release  of  propranolol  hydro- 
chloride. INDERAL  LA  is  available  as  60  mg,  80  mg,  120  mg,  and  160  mg  capsules. 

CLINICAL  PHARMACOLOGY.  INDERAL  is  a nonselective,  beta-adrenergic  receptor-blocking 
agent  possessing  no  other  autonomic  nervous  system  activity.  It  specifically  competes  with  beta-ad- 
renergic receptor-stimulating  agents  for  available  receptor  sites.  When  access  to  beta-receptor  sites 
is  blocked  by  INDERAL,  the  chronotropic,  inotropic,  and  vasodilator  responses  to  beta- 
adrenergic  stimulation  are  decreased  proportionately. 

INDERAL  LA  Capsules  (60,  80,  120,  and  160  mg)  release  propranolol  HCI  at  a controlled  and 
predictable  rate.  Peak  blood  levels  following  dosing  with  INDERAL  LA  occur  at  about  6 hours  and  the 
apparent  plasma  half-life  is  about  10  hours.  When  measured  at  steady  state  over  a 24-hour  period  the 
areas  under  the  propranolol  plasma  concentration-time  curve  (AUCs)  for  the  capsules  are  approxi- 
mately 60%  to  65%  of  the  AUCs  for  a comparable  divided  daily  dose  of  INDERAL  Tablets.  The  lower 
AUCs  for  the  capsules  are  due  to  greater  hepatic  metabolism  of  propranolol,  resulting  from  the  slower 
rate  of  absorption  of  propranolol.  Over  a twenty-tour  (24)  hour  period,  blood  levels  are  fairly  constant 
for  about  twelve  (12)  hours  then  decline  exponentially. 

INDERAL  LA  should  not  be  considered  a simple  mg-for-mg  substitute  for  conventional  propranolol 
and  the  blood  levels  achieved  do  not  match  (are  lower  than)  those  of  two  to  four  times  daily  dosing 
with  the  same  dose.  When  changing  to  INDERAL  LA  from  conventional  propranolol,  a possible  need 
for  retitration  upwards  should  be  considered  especially  to  maintain  effectiveness  at  the  end  of  the 
dosing  interval.  In  most  clinical  settings,  however,  such  as  hypertension  or  angina  where  there  is  little 
correlation  between  plasma  levels  and  clinical  effect,  INDERAL  LA  has  been  therapeutically  equiva- 
lent to  the  same  mg  dose  of  conventional  INDERAL  as  assessed  by  24-hour  effects  on  blood  pressure 
and  on  24-hour  exercise  responses  of  heart  rate,  systolic  pressure,  and  rate  pressure  product. 
INDERAL  LA  can  provide  effective  beta  blockade  for  a 24-hour  period. 

INDICATIONS  AND  USAGE.  Hypertension:  INDERAL  LA  is  indicated  in  the  management  of 
hypertension:  it  may  be  used  alone  or  used  in  combination  with  other  antihypertensive  agents, 
particularly  a thiazide  diuretic.  INDERAL  LA  is  not  indicated  in  the  management  of  hypertensive 
emergencies. 

Angina  Pectoris  Due  to  Coronary  Atherosclerosis:  INDERAL  LA  is  indicated  for  the 
long-term  management  of  patients  with  angina  pectoris. 

Migraine:  INDERAL  LA  is  indicated  for  the  prophylaxis  of  common  migraine  headache.  The 
efficacy  of  propranolol  in  the  treatment  of  a migraine  attack  that  has  started  has  not  been  established 
and  propranolol  is  not  indicated  for  such  use. 

Hypertrophic  Subaortic  Stenosis:  INDERAL  LA  is  useful  in  the  management  of  hypertrophic 
subaortic  stenosis,  especially  for  treatment  of  exertional  or  other  stress-induced  angina,  palpitations, 
and  syncope.  INDERAL  LA  also  improves  exercise  performance.  The  effectiveness  of  propranolol 
hydrochloride  in  this  disease  appears  to  be  due  to  a reduction  of  the  elevated  outflow  pressure 
gradient  which  is  exacerbated  by  beta-receptor  stimulation.  Clinical  improvement  may  be  temporary. 

CONTRAINDICATIONS.  INDERAL  is  contraindicated  in  1)  cardiogenic  shock;  2)  sinus  bradycar- 
dia and  greater  than  first-degree  block;  3)  bronchial  asthma;  4)  congestive  heart  failure  (see  WARN- 
INGS) unless  the  failure  is  secondary  to  a tachyarrhythmia  treatable  with  INDERAL. 

WARNINGS.  CARDIAC  FAILURE:  Sympathetic  stimulation  may  be  a vital  component  supporting 
circulatory  function  in  patients  with  congestive  heart  failure,  and  its  inhibition  by  beta  blockade  may 
precipitate  more  severe  failure.  Although  beta  blockers  should  be  avoided  in  overt  congestive  heart 
failure,  if  necessary,  they  can  be  used  with  close  follow-up  in  patients  with  a history  of  failure  who  are 
well  compensated  and  are  receiving  digitalis  and  diuretics.  Beta-adrenergic  blocking  agents  do  not 
abolish  the  inotropic  action  of  digitalis  on  heart  muscle. 

IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE,  continued  use  of  beta  blockers  can,  in 
some  cases,  lead  to  cardiac  failure.  Therefore,  at  the  first  sign  or  symptom  of  heart  failure,  the  patient 
should  be  digitalized  and/or  treated  with  diuretics,  and  the  response  observed  closely,  or  INDERAL 
should  be  discontinued  (gradually,  if  possible). 

IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbation  of  angina  and, 
in  some  cases,  myocardial  infarction,  following  abrupt  discontinuance  of  INDERAL  therapy. 
Therefore,  when  discontinuance  of  INDERAL  is  planned,  the  dosage  should  be  gradually  re- 
duced over  at  least  a few  weeks,  and  the  patient  should  be  cautioned  against  interruption  or 
cessation  of  therapy  without  the  physician's  advice.  If  INDERAL  therapy  is  interrupted  and 
exacerbation  of  angina  occurs,  it  usually  is  advisable  to  reinstitute  INDERAL  therapy  and  take 
other  measures  appropriate  for  the  management  of  unstable  angina  pectoris.  Since  coronary 
artery  disease  may  be  unrecognized,  it  may  be  prudent  to  follow  the  above  advice  in  patients 
considered  at  risk  of  having  occult  atherosclerotic  heart  disease  who  are  given  propranolol  for 
other  indications. 


Nonallergic  Bronchospasm  (eg,  chronic  bronchitis,  emphysema)  — PATIENTS  WITH 
BRONCHOSPASTIC  DISEASES  SHOULD  IN  GENERAL  NOT  RECEIVE  BETA  BLOCKERS.  INDERAL 
should  be  administered  with  caution  since  it  may  block  bronchodilation  produced  by  endogenous 
and  exogenous  catecholamine  stimulation  of  beta  receptors. 

MAJOR  SURGERY:  The  necessity  or  desirability  of  withdrawal  of  beta-blocking  therapy  prior  to 
major  surgery  is  controversial.  It  should  be  noted,  however,  that  the  impaired  ability  of  the  heart  to 
respond  to  reflex  adrenergic  stimuli  may  augment  the  risks  of  general  anesthesia  and  surgical 
procedures. 

INDERAL  (propranolol  HCI),  like  other  beta  blockers,  is  a competitive  inhibitor  of  beta-receptor 
agonists  and  its  effects  can  be  reversed  by  administration  of  such  agents,  eg,  dobutamine  or  isopro- 
terenol. However,  such  patients  may  be  subject  to  protracted  severe  hypotension.  Difficulty  in  start- 
ing and  maintaining  the  heartbeat  has  also  been  reported  with  beta  blockers. 

DIABETES  AND  HYPOGLYCEMIA:  Beta  blockers  should  be  used  with  caution  in  diabetic  patients  if 
a beta-blocking  agent  is  required.  Beta  blockers  may  mask  tachycardia  occurring  with  hypoglycemia, 
but  other  manifestations  such  as  dizziness  and  sweating  may  not  be  significantly  affected.  Following 
insulin-induced  hypoglycemia,  propranolol  may  cause  a delay  in  the  recovery  of  blood  glucose  to 
normal  levels. 


THYROTOXICOSIS:  Beta  blockade  may  mask  certain  clinical  signs  of  hyperthyroidism.  Therefore, 
abrupt  withdrawal  of  propranolol  may  be  followed  by  an  exacerbation  of  symptoms  of  hyperthyroid- 
ism, including  thyroid  storm.  Propranolol  may  change  thyroid  function  tests,  increasing  T4  and 
reverse  T3,  and  decreasing  T3. 

IN  PATIENTS  WITH  WOLFF-PARKINSON-WHITE  SYNDROME,  several  cases  have  been  reported  In 
which,  after  propranolol,  the  tachycardia  was  replaced  by  a severe  bradycardia  requiring  a demand 
pacemaker.  In  one  case  this  resulted  after  an  initial  dose  of  5 mg  propranolol. 

PRECAUTIONS.  GENERAL:  Propranolol  should  be  used  with  caution  in  patients  with  impaired 
hepatic  or  renal  function.  INDERAL  (propranolol  HCI)  is  not  indicated  for  the  treatment  of  hyperten- 
sive emergencies. 

Beta-adrenoreceptor  blockade  can  cause  reduction  of  intraocular  pressure.  Patients  should  be  told 
that  INDERAL  may  interfere  with  the  glaucoma  screening  test.  Withdrawal  may  lead  to  a return  of 
increased  intraocular  pressure. 

CLINICAL  LABORATORY  TESTS:  Elevated  blood  urea  levels  in  patients  with  severe  heart  disease, 
elevated  serum  transaminase,  alkaline  phosphatase,  lactate  dehydrogenase. 

DRUG  INTERACTIONS:  Patients  receiving  catecholamine-depleting  drugs  such  as  reser- 
pine  should  be  closely  observed  if  INDERAL  (propranolol  HCI)  is  administered.  The  added 
catecholamine-blocking  action  may  produce  an  excessive  reduction  of  resting  sympathetic 
nervous  activity  which  may  result  in  hypotension,  marked  bradycardia,  vertigo,  syncopal  attacks, 
or  orthostatic  hypotension. 

Caution  should  be  exercised  when  patients  receiving  a beta  blocker  are  administered  a calcium- 
channel-blocking  drug,  especially  intravenous  verapamil,  for  both  agents  may  depress  myocardial 
contractility  or  atrioventricular  conduction.  On  rare  occasions,  the  concomitant  intravenous  use  of  a 
beta  blocker  and  verapamil  has  resulted  in  serious  adverse  reactions,  especially  in  patients  with 
severe  cardiomyopathy,  congestive  heart  failure,  or  recent  myocardial  infarction. 

Aluminum  hydroxide  gel  greatly  reduces  intestinal  absorption  of  propranolol. 

Ethanol  slows  the  rate  of  absorption  of  propranolol. 

Phenytoin,  phenobarbitone,  and  rifampin  accelerate  propranolol  clearance. 

Chlorpromazine,  when  used  concomitantly  with  propranolol,  results  in  increased  plasma  levels  of 
both  drugs. 

Antipyrine  and  fidocaine  have  reduced  clearance  when  used  concomitantly  with  propranolol. 

Thyroxine  may  result  in  a lower  than  expected  T3  concentration  when  used  concomitantly  with 
propranolol. 

Cimetidine  decreases  the  hepatic  metabolism  of  propranolol,  delaying  elimination  and  increasing 
blood  levels. 

Theophylline  clearance  is  reduced  when  used  concomitantly  with  propranolol. 

CARCINOGENESIS,  MUTAGENESIS,  IMPAIRMENT  OF  FERTILITY:  Long-term  studies  in  animals 
have  been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential.  In  18-month  studies  in  both 
rats  and  mice,  employing  doses  up  to  150  mg/kg/day,  there  was  no  evidence  of  significant  drug-in- 
duced toxicity.  There  were  no  drug-related  tumorigenic  effects  at  any  of  the  dosage  levels.  Reproduc- 
tive studies  in  animals  did  not  show  any  impairment  of  fertility  that  was  attributable  to  the  drug. 

PREGNANCY:  Pregnancy  Category  C.  INDERAL  has  been  shown  to  be  embryotoxic  in  animal 
studies  at  doses  about  10  times  greater  than  the  maximum  recommended  human  dose. 

There  are  no  adequate  and  well-controlled  studies  in  pregnant  women.  INDERAL  should  be  used 
during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus. 

NURSING  MOTHERS:  INDERAL  is  excreted  in  human  milk.  Caution  should  be  exercised  when 
INDERAL  is  administered  to  a nursing  woman. 

PEDIATRIC  USE:  Safety  and  effectiveness  in  children  have  not  been  established. 

ADVERSE  REACTIONS.  Most  adverse  effects  have  been  mild  and  transient  and  have  rarely 
required  the  withdrawal  of  therapy. 

Cardiovascular:  Bradycardia;  congestive  heart  failure;  intensification  of  AV  block;  hypotension; 
paresthesia  of  hands;  thrombocytopenic  purpura;  arterial  insufficiency,  usually  of  the  Raynaud  type. 

Central  Nervous  System:  Light-headedness;  mental  depression  manifested  by  insomnia,  lassitude, 
weakness,  fatigue;  reversible  mental  depression  progressing  to  catatonia;  visual  disturbances;  hallu- 
cinations; vivid  dreams;  an  acute  reversible  syndrome  characterized  by  disorientation  for  time  and 
place,  short-term  memory  loss,  emotional  lability,  slightly  clouded  sensorium,  and  decreased  perfor- 
mance on  neuropsychometrics.  For  immediate  formulations,  fatigue,  lethargy,  and  vivid  dreams 
appear  dose  related. 

Gastrointestinal:  Nausea,  vomiting,  epigastric  distress,  abdominal  cramping,  diarrhea,  constipa- 
tion, mesenteric  arterial  thrombosis,  ischemic  colitis. 

Allergic:  Pharyngitis  and  agranulocytosis,  erythematous  rash,  fever  combined  with  aching  and 
sore  throat,  laryngospasm  and  respiratory  distress. 

Respiratory:  Bronchospasm. 

Hematologic:  Agranulocytosis,  nonthrombocytopenic  purpura,  thrombocytopenic  purpura. 

Auto-Immune:  In  extremely  rare  instances,  systemic  lupus  erythematosus  has  been  reported. 

Miscellaneous:  Alopecia,  LE-like  reactions,  psoriasiform  rashes,  dry  eyes,  male  impotence,  and 
Peyronie's  disease  have  been  reported  rarely.  Oculomucocutaneous  reactions  involving  the  skin, 
serous  membranes  and  conjunctivae  reported  for  a beta  blocker  (practolol)  have  not  been  associated 
with  propranolol. 

DOSAGE  AND  ADMINISTRATION.  INDERAL  LA  provides  propranolol  hydrochloride  in  a 
sustained-release  capsule  for  administration  once  daily.  If  patients  are  switched  from  INDERAL 
Tablets  to  INDERAL  LA  Capsules,  care  should  be  taken  to  assure  that  the  desired  therapeutic  effect  is 
maintained.  INDERAL  LA  should  not  be  considered  a simple  mg-for-mg  substitute  for  INDERAL. 
INDERAL  LA  has  different  kinetics  and  produces  lower  blood  levels.  Retitration  may  be  necessary, 
especially  to  maintain  effectiveness  at  the  end  of  the  24-hour  dosing  interval. 

HYPERTENSION  — Dosage  must  be  individualized.  The  usual  initial  dosage  is  80  mg  INDERAL  LA 
once  daily,  whether  used  alone  or  added  to  a diuretic.  The  dosage  may  be  increased  to  120  mg  once 
daily  or  higher  until  adequate  blood  pressure  control  is  achieved.  The  usual  maintenance  dosage  is 
120  to  160  mg  once  daily.  In  some  instances  a dosage  of  640  mg  may  be  required.  The  time  needed  for 
full  hypertensive  response  to  a given  dosage  is  variable  and  may  range  from  a few  days  to  several 
weeks. 

ANGINA  PECTORIS  — Dosage  must  be  individualized.  Starting  with  80  mg  INDERAL  LA  once  daily, 
dosage  should  be  gradually  increased  at  three-  to  seven-day  intervals  until  optimal  response  is 
obtained.  Although  individual  patients  may  respond  at  any  dosage  level,  the  average  optimal  dosage 
appears  to  be  160  mg  once  daily.  In  angina  pectoris,  the  value  and  safety  of  dosage  exceeding  320  mg 
per  day  have  not  been  established. 

If  treatment  is  to  be  discontinued,  reduce  dosage  gradually  over  a period  of  a few  weeks  (see 
WARNINGS). 

MIGRAINE  — Dosage  must  be  individualized.  The  initial  oral  dose  is  80  mg  INDERAL  LA  once  daily. 
The  usual  effective  dose  range  is  160-240  mg  once  daily.  The  dosage  may  be  increased  gradually  to 
achieve  optimal  migraine  prophylaxis.  If  a satisfactory  response  is  not  obtained  within  four  to  six 
weeks  after  reaching  the  maximal  dose,  INDERAL  LA  therapy  should  be  discontinued.  It  may  be 
advisable  to  withdraw  the  drug  gradually  over  a period  of  several  weeks. 

HYPERTROPHIC  SUBAORTIC  STENOSIS-  80-160  mg  INDERAL  LA  once  daily. 

PEDIATRIC  DOSAGE — At  this  time  the  data  on  the  use  of  the  drug  in  this  age  group  are  too  limited  to 
permit  adequate  directions  for  use. 

*The  appearance  of  these  capsules  is  a registered  trademark  of  Ayerst  Laboratories. 


Reference: 

1.  Data  on  file,  Ayerst  Laboratories. 


D7295/188 


w 


WYETH 

AYERST 


PHILADELPHIA,  PA  19101 


© 1988,  Wyeth-Ayerst  Laboratories. 


CONTRIBUTORS  NEEDED! 


During  the  last  four  years  the  South  Dakota 
Medical  School  Endowment  Association  has 
granted  over  200  loans  totaling  nearly 
$1 15,000.  These  low  interest  (6%)  loans  go 
to  medical  students  who  are  attending  the  Uni- 
versity of  South  Dakota  School  of  Medicine. 
The  needs  of  these  medical  students  continue 
to  increase.  To  meet  these  needs  the  Endow- 
ment must  have  continued  growth  in  both  the 
size  and  numbers  of  donations. 


WE  NEED  YOUR  HELP!  ! ! 

Please  make  your  checks  payable  to: 

South  Dakota  Medical  School  Endowment  Association 

1323  S,  Minnesota  Ave. 

Sioux  Falls,  SD  57105 


MAY  1988 


5 


IAVE  AN 

WORK 
FOR  YOU! 


• Have  an  MD  invest  in  options 
for  you. 

• 45  year  old  semi  retired  Radiologist 
discovers  a way  to  invest  his  funds. 

• Now  accepting  a limited  number 
of  other  MD  accounts. 


Dr.  Warren  E.  Hinton,  MD. 


CALL 

Warren  E.  Hinton,  MD 
or 

Michael  A.  Hamil 

1-800-821-6132 


SAVE  on  premiums 
for 

Workers’ 

Compensation 

Insurance 

Program  approved  by  SDSMA 

Dividends  have  run  up  to 
43.5%,  averaging  30% 
since  1976. 

Write  or  call  toll-free  for 
complete  information. 

DODSON  INSURANCE  GROUP 
F.O.  Box  559 
Kansas  City,  MO  64141 
1-800-821-3760 


Littmann®  Classic  II 
Stethoscope 


KRE1SERS  INC. 


1 220  5.  Minnesota  Ave.  1 723  Geneva  219  Omaha  St.  1724  8th  Ave.  N. 

Sioux  Falls,  SD  Sioux  City,  Iowa  Rapid  City,  SD  Billings,  MT 

605/336-1155  712/252-0505  605/342-2773  406/252-9309 
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Two  Cases  of  Retractile  Mesenteritis  in 
Related  Individuals 

Benign  mesenteric  non-neoplastic  masses  composed  of  fibrosis  and  inflamed  adipose  tissue 
may  have  a hereditary  disposition. 

James  T.  Rector,  M.D.1 
Alfred  E.  Hartmann,  M.D.1 
Donald  Knudson,  M.D.2 


ABSTRACT 

Two  cases  of  retractile  mesenteritis,  involving  a 51  year  old  woman  and  her  28  year  old  niece,  are  presented.  In 
each  case,  a large  mass  composed  of  degenerating  fat  cells,  fibrous  tissue  and  varying  degrees  of  chronic  inflam- 
matory cells  was  located  in  the  root  of  the  small  bowel  mesentery.  The  mass  produced  retraction  of  the  mesentery, 
but  did  not  involve  the  small  bowel  wall.  In  one  case,  there  appeared  to  be  some  compromise  of  the  superior 
mesenteric  vein,  resulting  in  congestion  of  the  small  bowel.  The  masses  in  both  cases  were  considered  to  be  in- 
operable at  the  time  of  laporatomy  and  only  biopsies  were  obtained.  On  follow-up,  the  niece  has  remained 
asymptomatic  for  approximately  two  years,  while  her  aunt’s  mass  resolved  within  9 months  of  her  hospitaliza- 
tion. As  the  etiology  of  retractile  mesenteritis  is  unknown,  the  occurrence  of  two  cases  within  related  individuals 
may  suggest  a familial  pattern  of  this  condition. 

INTRODUCTION 
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recovery  is  the  rule.  ’ However,  in  some  patients, 
these  diseases  can  be  life  threatening  when  there  is  oc- 
clusion of  the  superior  mesenteric  vessels  or  intestinal 
obstruction.3’14,1  The  histopathological  findings  vary 
from  case  to  case  but  usually  only  in  the  relative  amount 
of  fat  necrosis,  fibrosis,  and  macrophage  infiltration. 
The  etiology  and  pathogenesis  of  these  conditions  are 
unknown.  Previous  reports  have  suggested  associa- 
tions of  these  masses  with  Gardner’s  syndrome,3  lym- 
phomas,  ’ Weber  Christian  disease,  ’ and 
Whipple’s  disease.17  However,  at  present,  there  is  no 
identified  antecedent  factor  or  syndrome  responsible 
for  these  mesenteric  masses. 

In  this  report  are  presented  two  cases  of  retractile 
mesenteritis  involving  a 58  year  old  female  and  her  28 
year  old  niece.  This  represents  the  first  report  of  this 
condition  within  related  individuals  in  the  absence  of 
other  associated  syndromes  or  diseases. 

REPORT  OF  TWO  CASES 


Patient  1 

A 51  year  old  white  female  (V.E.)  was  in  good  health 
until  five  weeks  prior  to  her  admission  when  moderate 


Various  reports  have  appeared  in  the  literature 
describing  noncancerous  masses  occurring  in  the 
mesentery  of  the  small  bowel  or  pericolonic  fatty  tissues 
composed  of  infiltrating  lipid-laden  macrophages, 
chronic  inflammatory  cells,  and  relatively  acellular  col- 
lagenous tissue.  These  masses  have  been  variably 
described  as  mesenteric  lipodystrophy,1,2  mesenteric 
fibromatosis  3-5  retractile  mesenteritis,6,7  mesenteric 
panniculitis,  primary  liposclerosis,  and 
lipogranuloma.  The  clinical  findings  reported  for 
these  entities  are  nonspecific  and  can  pose  a formidable 
diagnostic  dilemma.  This  group  of  disorders  usually 
occur  in  middle  or  late  adulthood,  most  often  being  dis- 
covered incidently  during  surgery  for  other  abdominal 
problems.2,11,12,1  Almost  as  commonly,  they  may 
cause  abdominal  discomfort  with  or  without  a palpable 
abdominal  mass.  ’ ’ ’ There  may  be  accompanying 
anorexia,  nausea  and  weight  loss.2,  1 For  the  majority 
of  patients,  these  conditions  are  benign  and  complete 
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epigastric  distress  described  as  substernal  fullness  or 
pressure  developed  in  her  upper  abdomen.  There  were 
no  significant  prior  illnesses  or  hospitalizations  other 
than  a dilatation  and  curettage  for  dysfunctional 
uterine  bleeding.  Physical  exam  revealed  a distended 
abdomen  with  a palpable  midabdominal  6-8cm  tender 
firm  mass.  There  was  no  lymphadenopathy  or  or- 
ganomegaly. A CT  scan  of  the  abdomen  and  pelvis 
showed  that  a mass  density  extended  from  the  tail  of  the 
pancreas  to  the  colon  with  involvement  of  the 
mesentery  of  the  small  bowel.  There  was  a moderate 
amount  of  ascites.  Laboratory  values  were  all  within 
normal  limits. 

Exploratory  laparotomy  revealed  that  the  abdomen 
contained  about  600ml  of  yellow  fluid.  There  was  no 
organomegaly.  A multilobulated  6cm  mass  was  located 
in  the  root  of  the  mesentery  of  the  small  bowel.  It  was 
covered  by  peritoneum  and  caused  knuckling  of  the 
overlying  mesentery.  There  was  no  specific  involve- 
ment of  the  small  bowel.  However,  the  small  bowel  was 
purplish  especially  in  the  proximal  region,  which  was 
thought  to  be  due  to  superior  mesenteric  venous 
obstruction  by  the  mass.  Several  biopsies  were  taken 
from  the  mass.  Microscopic  examination  revealed 
adipose  tissue  with  areas  of  fibrosis  and  other  areas  of 
degenerating  fat  cells  and  lipid-laden  macrophages. 
There  was  minimal  chronic  inflammation.  Several  nor- 
mal appearing  lymph  nodes  were  incorporated  in  the 
process.  This  histology  was  a reactive  process  com- 
patible with  a pathologic  diagnosis  of  retractile 
mesenteritis  (Figure  1).  Since  her  operation,  the 
patient  did  not  have  further  progression  of  her 
symptoms  and  her  mass  slowly  regressed  over  a 9 month 
period. 

Patient  2 

A 28  year  old  niece  (T.S.)  of  the  patient  described 
above  was  admitted  to  another  hospital  for  abdominal 
and  back  pain  approximately  a year  prior  to  her  aunt’s 
admission.  Her  health  was  good  until  one  month  prior 
to  her  admission  when  she  began  experiencing  severe 
and  progressive  left  mid-abdominal  and  back  pain. 
There  was  no  accompanying  nausea  or  vomiting.  She 
had  an  unspecified  amount  of  weight  loss  but  without 
any  accompanying  fever,  chills,  or  night  sweats.  Sig- 
nificant findings  on  physical  exam  included  epigastric 
tenderness,  guarding  and  a mid-abdominal  tender  8cm 
mass.  Her  past  medical  history  was  noncontributory. 
Results  of  a barium  colon  roentgenogram,  cholecys- 
togram  and  IVP  were  reported  as  normal.  An  UGI 
series  showed  slight  thickening  of  the  proximal  jejunal 
loops.  CT  scan  of  the  abdomen  and  pelvis  showed  pel- 
vic ascites  and  a large  amount  of  thickening  of  the 
mesentery  and/or  bowel  wall  which  occupied  almost 
the  entire  left  abdomen  from  the  level  of  the  kidney  in- 
feriorly  into  the  pelvis.  There  appeared  to  be  marked 
periaortic  and  retroperitoneal  adenopathy  extending 
from  the  level  of  the  kidneys  inferiorly.  Laboratory 
values  were  normal  except  for  1 + blood  on  urinalysis 


Figure  1 

Retractile  mesenteritis  (Patient  V.E.,  Hematoxylin  and 
eosin,  magnification  X200). 


and  a white  blood  cell  count  of  13,200  with  a normal  dif- 
ferential. 

At  laparotomy,  a moderate  amount  of  ascitic  fluid  was 
present.  The  falciform  ligament  was  edematous  and 
thickened  and  an  area  of  intense  firm  inflammation  was 
identified  above  the  right  lobe  of  the  liver.  Biopsy 
revealed  benign  inflammation.  A 8-12cm  multilobu- 
lated mass  involved  the  mesenteric  root  around  the  su- 
perior mesenteric  vessels  which  resulted  in  retraction 
of  the  small  bowel  mesentery.  Multiple  biopsies  were 
obtained.  Microscopic  examination  revealed  areas  of 
fibrosis,  fat  necrosis,  and  chronic  inflammation  (Figure 
2).  Lymph  nodes  involved  in  the  process  appeared 
reactive.  A diagnosis  of  mesenteric  fibromatosis  was 
made.  Follow-up  since  her  operation  has  revealed  a 
disappearance  of  her  symptoms  associated  with  a clini- 
cal resolution  of  her  mass. 


DISCUSSION 

Two  cases  are  reported  of  a pathologic  alteration  of 


Figure  2 

Retractile  mesenteritis  (Patient  T.  S.,  Hematoxylin  and 
eosin,  magnification  X200). 


mesentery  arising  within  related  individuals.  In  the  first 
case,  the  pathological  diagnosis  was  retractile 
mesenteritis,  while  in  the  second  case,  the  diagnosis  was 
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mesenteric  fibromatosis.  After  reviewing  both  cases,  it 
was  evident  that  the  histopathologic  processes  were 
similar  even  though  different  but  corresponding  diag- 
noses were  given.  This  is  not  surprising  in  that  the  basic 
pathologic  process  for  these  noncancerous  masses  is 
poorly  understood  and  that  the  histopathologic  find- 
ings vary  from  case  to  case  as  to  the  amounts  of  fat 
necrosis,  chronic  inflammation  and  fibrous  tissue. 
Both  retractile  mesenteritis  and  mesenteric 
fibromatosis  have  been  described  with  similar  clinical 
and  pathological  findings  and  the  cases  reported  here 
are  no  exception.2,3,5'  These  include  presenting 
symptoms  of  epigastric  distress  with  or  without  radia- 
tion, a palpable  abdominal  mass  on  physical  exam,  and 
normal  or  nonspecific  laboratory  and  roentgenologic 
findings.  The  mesentery  tumors  are  located  at  the  root 
of  the  small  bowel  mesentery,  multilobulated,  and 
retract  the  mesentery  of  the  small  bowel.  The 
mesenteric  vessels  can  be  enveloped,  and  obstruction 
of  the  superior  mesenteric  vein  may  occur  producing 
congestion  of  the  small  bowel.  A variable  histological 
picture  of  fibrosis,  fat  necrosis,  and  minimal  inflam- 
matory cell  infiltrate  is  described.  In  view  of  the  exten 
sive  fibrosis  and  retraction  of  the  mesentery  that  was 
present  in  both  of  our  cases,  the  diagnostic  term  that 
best  fit  the  clinical  and  pathologic  findings  was  retrac- 
tile mesenteritis.  It  was  realized,  however,  that  other 
diagnostic  terms  designating  similar  conditions  are 

probably  interchangable  with  retractile 
..  2 79-12 
mesenteritis.  ’ ’ 

Retractile  mesenteritis  usually  has  a benign  course 
with  complete  recovery  occurring  without  any  interven- 
tion.2’6,7,  1 However,  it  can  take  a more  protracted 
course  with  obstruction  of  the  lymphatics  and 
mesenteric  veins  with  a fatal  outcome.11  In  this  study, 
the  second  patient  (T.S.)  has  not  had  any  symptoms  re- 
lated to  her  mass  for  approximately  two  years,  while  the 
first  patient  ( V.E.)  is  also  doing  well  after  one  year.  The 
small  bowel  congestion  noted  at  the  time  of  surgery  for 
patient  V.E.  may  indicate  a slower  resolution  of  her 
condition. 

Previous  studies  have  suggested  an  association  of 
mesenteric  reactive  processes  with  other  syndromes  or 
conditions.  Erskine9  noted  a resemblance  of  these 
mesenteric  fibrotic  reactions  to  retroperitoneal  fibrosis 
and  sclerosing  mediastinitis.  These  latter  two  condi- 
tions often  present  with  obstructive  symptoms  related 
to  their  location  in  the  retroperitoneum  and  superior 
mediastinum,  respectively.  The  microscopic  ap- 
pearance is  similar  to  that  described  for  retractile 
mesenteritis  or  mesenteric  fibromatosis.  The  cause 
and  pathogenesis  of  these  diseases  are  unknown  as  well 
as  their  relationship  to  mesenteric  processes  described 
here.  Simpson  et  al.3  has  shown  an  association  of 
mesenteric  fibromatosis  and  Gardner’s  syndrome. 
Seven  patients  out  of  a series  of  280  with  Gardner’s 
syndrome  had  mesenteric  fibromatosis.  The 
mesenteric  fibromatosis  in  these  seven  patients  ap- 


peared to  be  related  to  abdominal  surgery.  These 
patients  also  had  an  increased  incidence  of  fibrous  ad- 
hesions producing  intestinal  obstruction.  Simpson  et 
al3  suggested  that  certain  patients  with  Gardner’s 
syndrome  may  have  an  increased  propensity  for  fibrous 
proliferation.  Two  reports2,12  have  noted  an  associa- 
tion of  mesenteric  lipodystrophy  and  malignant  lym- 
phoma. The  more  recent  and  extensive  report  showed 
that  malignant  lymphoma  occurred  in  8/53  (15%) 
patients  with  mesenteric  lipodystrophy.2  There  was  not 
a consistent  form  of  lymphoma  appearing  in  these 
patients;  thus,  the  nature  of  this  association  remains 
obscure.  Pemberton  et  al.17  considered  mesenteric 
lipodystrophy  a form  of  Whipple’s  disease,  but  this  is 
now  thought  to  be  incorrect  based  on  the  lack  of 
progression  of  the  condition  and  the  excellent  prog- 
nosis even  without  treatment.  Several  authors12,13,  6 
have  suggested  that  these  mesenteric  growths  represent 
a systemic  form  of  Weber-Christian  disease.  However, 
in  most  cases  the  adipose  tissue  pathology  shows  mini- 
mal inflammatory  cell  infiltrate  and  the  process 
remains  localized  within  the  mesentery.  The  fever, 
malaise  and  other  constitutional  symptoms  of  Weber- 
Christian  disease  are  also  lacking.  ,1“ 

The  occurrence  of  two  cases  of  a relatively  rare 
mesenteric  process  within  related  individuals  may  rep- 
resent a familial  pattern.  Family  history  revealed  that 
a grandmother  of  patient  V.E.  underwent  an  operation 
for  an  abdominal  mass  which  was  diagnosed  at  surgery 
as  inoperable  cancer.  However,  the  grandmother  died 
years  later  of  heart  failure.  Unfortunately,  her  medical 
records  are  no  longer  available.  Another  niece  of 
patient  V.E.  and  sister  of  patient  T.S.  developed  recur- 
rent episodes  of  abdominal  pain  secondary  to  intestinal 
adhesions.  The  cause  of  the  adhesions  was  not  evident 
as  there  was  no  prior  history  of  abdominal  operations. 
Although  the  diagnosis  of  retractile  mesenteritis  was 
not  made,  it  is  possible  that  her  problem  also  reflects  a 
tendency  for  fibrous  overgrowth.  None  of  the  other 
relatives  were  found  to  have  any  significant  findings. 
Neither  patient  had  previous  abdominal  operations  nor 
was  there  any  family  history  of  Gardner’s  syndrome  or 
malignant  lymphoma.  A history  of  exposure  to  a com- 
mon agent  was  not  found.  Whether  the  appearance  of 
this  condition  within  related  individuals  reflect  a 
heritable  predisposition  to  fibrous  overgrowth  will  re- 
quire further  studies  of  family  members  of  patients  with 
these  conditions. 
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("Krafate 

(sucralfate)  Tablets 


BRIEF  SUMMARY 

CONTRAINDICATIONS 

There  are  no  known  contraindications  to  the  use  of  sucralfate 

PRECAUTIONS 

Duodenal  ulcer  is  a chronic,  recurrent  disease.  While  short-term  treatment  with  sucralfate 
can  result  in  complete  healing  of  the  ulcer,  a successful  course  of  treatment  with 
sucralfate  should  not  be  expected  to  alter  the  post-healing  frequency  or  severity  of 
duodenal  ulceration 

Drug  Interactions:  Animal  studies  have  shown  that  simultaneous  administration 
of  CARAFATE  (sucralfate)  with  tetracycline,  phenytom,  digoxin,  or  cimetidine  will  result 
in  a statistically  significant  reduction  in  the  bioavailability  of  these  agents.  The  bioavailability 
of  these  agents  may  be  restored  simply  by  separating  the  administration  of  these 
agents  from  that  of  CARAFATE  by  two  hours  This  interaction  appears  to  be  nonsys- 
temic  in  origin,  presumably  resulting  from  these  agents  being  bound  by  CARAFATE  in 
the  gastrointestinal  tract  The  clinical  significance  of  these  animal  studies  is  yet  to  be 
defined  However,  because  of  the  potential  of  CARAFATE  to  alter  the  absorption  of 
some  drugs  from  the  gastrointestinal  tract,  the  separate  administration  of  CARAFATE 
from  that  of  other  agents  should  be  considered  when  alterations  in  bioavailability  are  felt 
to  be  critical  for  concomitantly  administered  drugs. 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility:  Chronic  oral  toxicity 
studies  of  24  months'  duration  were  conducted  in  mice  and  rats  at  doses  up  to  1 gm/kg 
(12  times  the  human  dose).  There  was  no  evidence  of  drug-related  tumorigenicity.  A 
reproduction  study  in  rats  at  doses  up  to  38  times  the  human  dose  did  not  reveal  any 
indication  of  fertility  impairment.  Mutagenicity  studies  were  not  conducted. 

Pregnancy:  Teratogenic  effects.  Pregnancy  Category  B Teratogenicity  studies 
have  been  performed  in  mice,  rats,  and  rabbits  at  closes  up  to  50  times  the  human  dose 
and  have  revealed  no  evidence  of  harm  to  the  fetus  due  to  sucralfate  There  are, 
however,  no  adequate  and  well-controlled  studies  in  pregnant  women.  Because  animal 
reproduction  studies  are  not  always  predictive  of  human  response,  this  drug  should  be 
used  during  pregnancy  only  if  clearly  needed 

Nursing  Mothers:  It  is  not  known  whether  this  drug  is  excreted  in  human  milk 
Because  many  drugs  are  excreted  in  human  milk,  caution  should  be  exercised  when 
sucralfate  is  administered  to  a nursing  woman. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been  established 

ADVERSE  REACTIONS 

Adverse  reactions  to  sucralfate  in  clinical  trials  were  minor  and  only  rarely  led  to 
discontinuation  of  the  drug  In  studies  involving  over  2,500  patients  treated  with  sucralfate, 
adverse  effects  were  reported  in  121  (4.7%). 

Constipation  was  the  most  frequent  complaint  (2  2%).  Other  adverse  effects,  reported 
in  no  more  than  one  of  every  350  patients,  were  diarrhea,  nausea,  gastric  discomfort, 
indigestion,  dry  mouth,  rash,  pruritus,  back  pain,  dizziness,  sleepiness,  and  vertigo 

OVERDOSAGE 

There  is  no  experience  in  humans  with  overdosage  Acute  oral  toxicity  studies  in 
animals,  however,  using  doses  up  to  1 2 gm/kg  body  weight,  could  not  find  a lethal  dose. 
Risks  associated  with  overdosage  should,  therefore,  be  minimal. 

DOSAGE  AND  ADMINISTRATION 

The  recommended  adult  oral  dosage  for  duodenal  ulcer  is  1 gm  four  times  a day  on 
an  empty  stomach 

Antacids  may  be  prescribed  as  needed  for  relief  of  pain  but  should  not  be  taken 
within  one-half  hour  before  or  after  sucralfate 
While  healing  with  sucralfate  may  occur  during  the  first  week  or  two,  treatment 
should  be  continued  for  4 to  8 weeks  unless  healing  has  been  demonstrated  by  x-ray  or 
endoscopic  examination. 

HOW  SUPPLIED 

CARAFATE  (sucralfate)  1-gm  tablets  are  supplied  in  bottles  of  100  (NDC  0088-1712-47) 
and  in  Unit  Dose  Identification  Paks  of  100  (NDC  0088-1712-49).  Light  pink  scored 
oblong  tablets  are  embossed  with  CARAFATE  on  one  side  and  1712  bracketed  by  C's  on 
the  other  Issued  1/87 
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Ulcer  therapy 
that  won’t  yield, 
even  to  smoking 


What  do  you  do  for  duodenal  ulcer  patients  who  should 
stop  smoking,  but  won't?  Both  cimetidine1  and  ranitidine2 
have  been  shown  less  effective  in  smokers  than 
nonsmokers. 

Choose  CARAFATE®  (sucralfate/Marion).  Two  recent 
studies  show  Carafate  to  be  as  effective  in  smokers  as 
nonsmokers.34  A difference  further  illustrated  in  a 
283-patient  study  comparing  sucralfate  to  cimetidine5: 

Ulcer  healing  rates: 

(at  four  weeks  of  therapy)5 

Sucralfate: 


All  patients 


Smokers 


All  patients 


Cimetidine: 


79.4% 

81.6%* 

76.3% 


Smokers  62.5% 

‘Significantly  greater  than  cimetidine  smoker  group  (PC. 05). 


Carafate  has  a unique,  nonsystemic  mode  of  action 
that  enhances  the  body's  own  ulcer  healing  ability  and 
protects  the  damaged  mucosa  from  further  injury. 

When  your  ulcer  patient  is  a smoker,  prescribe  the 
ulcer  medication  that  won't  go  up  in  smoke:  safe, 
nonsystemic  Carafate. 

Nothing  works  like 


OkRAFATE* 

sucralfate/Marion 

Please  see  adjoining  page  for  references  and  brief  summary  of  prescribing  information. 
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MEDICAL  PROFILE  NO. 7 


Soldier  being  examined  for  effects  of  high-altitude  cerebral  edema. 


ALLAN  J.  HAMILTON,  M.D. 

Neurosurgical  Resident  and  Research  Fellow, 

Massachusetts  General  Hospital,  Boston,  Massachusetts. 
Captain,  U.S.  Army  Reserve. 

EDUCATION  Ithaca  College,  B.A  . (Magna  Cum  Laude); 
Hamilton  College  (Pre-med);  Harvard  Medical  School. 

RESIDENCY  General  Surgical  Internship.  Neurosurgical 
Residency,  Massachusetts  General  Hospital. 

CONTINUING  EDUCATION  Neurology  and  Neuro- 
surgery Research  Fellowship  Training,  National  Institutes 
of  Health. 

OUTSTANDING  ACHIEVEMENTS  Olsen  Memorial 

Fellowship,  National  Masonic  Medical  Research  Foundation; 
Albert  Schweitzer  Fellowship,  International  Albert  Schweitzer 
Foundation;  Harvard  Medical  School  Cabot  Prize  for  Best 
Senior  Thesis;  recently  published  article,  “Who  Shall  Live 
and  Who  Shall  Die”  in  Newsweek  Magazine. 


%lThe  work  I m doing  in  the  Army  Reserve  fits 
perfectly  with  my  academic  research  interests  in  civilian 
life.  The  Army  is  very  concerned  with  the  effects  of 
high -altitude  cerebral  edema,  which  is  a mirror  model 
of  cerebral  hypoxia,  something  I deal  with  every  day 
in  our  neurosurgical  intensive  care  unit.  I couldn’t  ask 
for  a smoother  transition.  And  that’s  true  for  a lot  of 
Reserve  physicians.  All  we  really  do  is  change  our  clothes, 
not  our  mindset. 

“Some  of  the  projects  the  Army  is  undertaking 
are  on  the  cutting  edge  of  research.  For  example,  I’m 
currently  involved  in  developing  for  the  Army  a proto- 
type of  a non-invasive  intracranial  pressure -monitoring 
device  that  we  hope  will  allow  us  to  measure  pressure 
changes  as  the  brain  swells— without  drilling  holes 
in  the  skull.  If  we  can  get  our  design  to  work,  such  a 
device  could  revolutionize  high -altitude  medicine  as  well 
as  civilian  neurosurgical  care. 

“The  quality  of  medicine  and  the  caliber  of  people 
I’ve  been  associated  with  in  the  Army  Reserve  are, 
without  question,  equal  to  civilian  hospitals.  In  fact,  I’m 
giving  serious  consideration  to  applying  for  an  active 
duty  academic  position  in  Army  Medicine  when  my 
residency  ends  at  Massachusetts  General,  ft 

Find  out  more  about  the  medical  opportunities 
in  the  Army  Reserve.  Call  toll  free  T800-USA-ARMY. 

ARMY  RESERVE  MEDICINE. 
BEALLYOUCANBE. 
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Robert  L.  Ferrell,  M.D.,  President,  South  Dakota 
State  Medical  Association 

We  are  Raping  Our  Children 

Not  only  are  we  raping  our  children,  their 
grandparents  are  approving  and  demanding  that 
it  continue.  This  rape,  this  taking  by  force  is  not  physi- 
cal of  course,  but  financial— intergenerational  larceny  if 
you  will.  We  are  taking  our  kids’  future  away  from  them 
before  they  even  have  a chance  at  that  future. 

How  are  we  doing  this?  What  is  happening  is  that  we 
are  mortgaging  the  entire  nation  so  hopelessly  that  we 
are  rapidly  passing  from  a democratic  republic  based 
on  a capitalistic  economy  to  an  increasingly  socialistic 
state.  The  Social  Security  system,  Medicare,  Medicaid 
and  the  other  Entitlement  programs,  while  perhaps 
noble  in  conception,  have  become  as  predicted  so  vora- 
ciously out  of  control  that  the  entire  economy  is 
threatened.  Presently  there  are  four  working  people 
for  every  retired  person,  but  in  a physically  healthy 
economy  the  population  ages  so  that  shortly  after  the 
turn  of  the  century  there  will  be  only  two  working 
people  for  every  retired  person.  The  advances  of  medi- 
cal care,  technology  and  diet  have  added  so  many  years 
life  expectancy  while  retirement  age  has  remained  the 
same  that  we  are  outliving  our  ability  to  be  cared  for  by 
future  generations. 

What  can  be  done?  Should  we  blame  someone?  On 
the  other  hand,  why  should  we  give  people  money 
(Medicare)  just  for  reaching  a magic  age  (65)?  Why 
should  they  receive  5-10  times  more  from  Social 
Security  then  they  have  invested  in  it  at  the  expense  of 
their  grandchildren’s  future?  The  answer  is  simplicity 
itself-t/zey  should  not.  Half  the  families  over  65  have 
twice  as  much  income  as  those  under  65.  When  one  of 
every  four  children  in  America  lives  in  poverty,  we 
should  be  giving  them  money  not  taking  away  from  them 
to  give  to  the  elderly. 


Anyone  having  any  love  for  humanity  and  the  concept 
of  respect  and  affection  does  not  want  our  elderly  to  be 
neglected  or  abused,  but  we  must  also  consider  our  fu- 
ture generations.  "Tough  love"  forces  a hard  look  at 
some  very  sobering  facts.  By  1995  the  cost  of  providing 
long-term  care  will  be  about  $80  billion  dollars,  double 
that  of  1985  (greater  than  $40  billion).  When  the  baby 
boomers  start  reaching  long-term  care  age  between 
2025  and  2030,  the  bill  for  long-term  care  alone  will  be 
$175  billion.  This  includes  only  long-term  care.  At 
present  percentages,  that  will  bring  the  Medicare  bill 
to  $150  billion  in  the  year  2030.  It  is  estimated,  that  on 
the  basis  of  the  present  progession  of  numbers,  the  total 
cost  of  health  care  by  2030  will  equal  $240  trillion— that’s 
trillion  not  billion. 

On  top  of  all  this,  Congress  is  just  adding  a 
catastrophic  health  care  program— some  form  of  which 
most  of  us  agree  is  a good  idea,  but  as  George  Will 
states— "All  good  ideas  are  not  affordable."  Congress 
has  again  neglected  to  fund  the  program  adequately- 
$5  per  month  simply  is  not  going  to  handle  the  bill. 

At  this  point  we  must  pause  for  reflecting  upon  "what 
on  earth  is  happening?" 

As  a population  we  are  not  as  conservative  as  we 
think.  We  all  get  something  (usually  a check)  from 
government,  and  yet  (just  as  in  the  profession  of 
medicine)  the  more  government  does  for  us  the  less  we 
like  it.  We  don’t  stop  asking  for  it;  we  just  don’t  like  it. 

This  conversion  to  a welfare  state  is  relentless,  began 
long  ago  and  is  independent  of  the  political  party  in 
power.  In  order  for  a national  economy  to  be  strong 
and  progressive,  it  is  vital  to  take  the  fear  out  of  change. 
We  accept  that  the  pain  we  know  is  less  than  the  fear  of 
what  we  don’t  know  (change)  and  therefore,  to  stimu- 
late the  public  to  open  their  pocketbooks  and  invest  in 
the  economy,  the  Social  Security  program  was  begun. 
The  original  concept  was  that  Social  Security  would 
supplement  the  individual’s  private  retirement 
program,  but  as  we  now  see,  it  has  come  to  be  relied 
upon  as  the  retirement  program. 

The  Entitlement  programs,  which  include  Medicare 
and  Medicaid,  were  not  only  poorly  conceptualized  but 
a woeful  lack  of  reason  was  given  to  their  initial  and  fu- 
ture costs.  What  are  we  going  to  do?  The  Entitlement 
programs  are  here  to  stay  because  everyone  who  is 
elected  gets  elected  by  promising  not  to  cut  them. 

No  one  is  willing  (certainly  not  before  an  election)  to 
stand  up  and  say  that. .."If  you  want  to  continue  these 
programs  you  must  pay  for  them  NOW."  At  present, 
taxes  are  too  low  to  support  what  we  demand  from 
government  and  astoundingly  this  is  due  to  a conserva- 
tive Republican  administration.  At  least  the  liberal 
Democratic  administrations,  which  we  (wrongly)  like 
to  feel  are  the  source  of  all  these  programs,  made  an  ef- 
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fort  to  fund  them  by  taxing  the  citizenry  there  by  paying 
for  them  during  the  present  generations.  This 
Republican  administration  has  in  seven  years  borrowed 
this  country  into  a state  of  indebtedness  double  all  the 
previous  administrations  combined! -this  without  even 
adequately  funding  research  on  the  greatest  epidemic 
(AIDS)  in  the  history  of  mankind-another  story. 

This  present  government  spends  24  percent  of  the 
gross  national  product  while  raising  only  19  percent  of 
the  gross  national  product.  Talk  about  government 
being  responsive  to  the  people!  This  government  is  too 
responsive  to  the  people.  We  have  now  established  that 
we  all  want  more  than  we  are  willing  to  pay  for. 

Change  is  up  to  THIS  generation.  If  we  are  to  con- 
tinue with  high  service  government,  we  must  increase 
taxes.  If  we  are  to  rescue  our  children,  we  must  control 
Social  Security  and  the  Entitlement  programs  while  still 
raising  taxes  to  pay  for  the  excesses  of  government 
during  our  time. 


Somewhere,  sometime,  somehow  this  must  be  done. 
We  must  accept  short  term  pain  for  long  term  gain,  in- 
stead of  the  opposite.  We  must  become  responsible  to 
our  children  as  a nation  or  forever  abandon  the  idea  of 
being  a mature,  respected  economic  world  leader. 


Who  will  save  our  children?  Who  has  the  statesman- 
ship?..the  courage?  Who...? 


Some  of  the  information  in  this  article  is  from  articles  by 
George  Will,  Economist,  Tamara  D.  Nunn  and  Charles  Cul- 
hane,  AM  News  Correspondents 


South  Dakota  Society  Of 
Pathologists 


Officers  for  1987-88 

Tom  C.  Johnson,  M.D.,  President 

John  Barlow,  M.D.,  Vice  President 

Jerry  L.  Simmons,  M.D.,  Secretary-Treasurer 


16 


SOUTH  DAKOTA 


H 1^— ■— ■!■  IMI  lllir^MTB  nBWra 

A SPECIAL 
PRACTICE 

SPECIALISTS 

★ 

If  you're  a Surgeon  or  OB/GYN  or  Other  Medical 

Specialist,  the  Air  Force  may  have  a special  practice  for  you. 

What  makes  it  special?  You'll  enjoy  an  excellent  pay  and 
benefits  package.  There'll  be  more  time  to  spend  with  your  family. 
You'll  receive  30  days  of  vacation  with  pay  each  year.  And  you  will 
work  with  modern  equipment  and  some  of  the  most  highly  trained 
professionals  in  the  world,  serving  your  country  and  your  patients. 

Now  that's  special! 

Find  out  just  how  special  your  practice  can  be.  Call 


SMSGT  FENDER 
605-334-3322 
COLLECT 


South  Dakota  State  Medical  Association 


I 

WALLACELABORATORI  ES 

South  Dokoto 

DIVISION  OF  CARTER-WALLACE,  INC. 

Foundation  for 

(e^)ran/>un^i'_  ^ferse^bb 

08512 

medical  Care 

1323  S.  MINNESOTA  AVENUE 
SIOUX  FALLS,  SOUTH  DAKOTA  57105 
PHONE  (605)  336-3505 

TRANSPLANT  DONOR 
SERVICES 

PRINCETON 

Mlmm  pharmaceutical 

• 24-hour  availability  for  donor  referrals. 

• Professional  education  to  medical 
staff  on  organ  and  tissue  donation. 

• Processed  bone  and  skin  products 
for  grafting. 

PRODUCTS 

A Squibb  Company 

MARK  SWANSON 

American  Red  Cross 

PROFESSIONAL  SALES  REPRESENTATIVE 
Central  Region 

100  South  Robert  Street 
St.  Paul,  MN  55107 
Metro:  (612)  291-it654 

Minnesota:  1-800-3-DONATE 

Elsewhere:  1-800-24-SHARE 

2022  South  Euclid 
Sioux  Falls,  SD  57105 
(605)  339-9662 

CIBA-GEIGY 

CORPORATION 

fBUdtSKl  JUk  The  Specialist 
in  Professional 
lEk  Liability  Insurance. 

PHARMACEUTICAL 

DIVISION 

Insurance  Corporation  of  America, 
P O Box  56308,  Houston,  Texas 
77256.  Telephone  (713)  871-8100 

SUMMIT,  NEW  JERSEY 

SEARLE 

Sear/e  Laboratories 
Division  of 

SCHOOL  OF  mEDICINE 
RLlimNI  FOUNDATION 

Sear/e  Pharmaceuticals  Inc. 
Chicago , Illinois  60680 

Int  UNIVtKollY  Or  oOUIH  DHnOIH, 

18 


SOUTH  DAKOTA 


1988  Annual  Meeting  SPONSORS 


UNiSYS 

Unisys  Health  Care  Services 
2101-E  Rexford  Road 
Suite  203 

Charlotte,  NC  28211 


Upjohn 


KSD 


A Century 
of  Caring 

1886-1986 


RORER  PHARMACEUTICALS 


Property  & Lability 
Insurance 


a division  ot 

RORER  PHARMACEUTICAL  CORPORATION 
FORT  WASHINGTON,  PA  19034 


St.  Paul  Fire  and  Marine  Insurance  Company 


Upper  Midwest  Service  Center 
Northland  Executive  Office  Center 
3600  West  80th  Street 


South 

Blue 


Dakota 

Shield 


Bloomington,  Minnesota  55431 
Phone:  (612)  893-5700 


Glaxo 


Glaxo  Inc. 


1601  West  Madison 
Sioux  Falls 
336-1976  or 
1-800-952-1976 


SYNTEX 


405  East  Omaha 
Suite  #7 
Rapid  City 
343-6755 


Five  Moore  Drive 

Research  Triangle  Park,  NC27709 


Schering  Laboratories 
Kenilworth,  New  Jersey 


SYNTEX  LABORATORIES,  INC. 

PALO  ALTO,  CALIFORNIA  94304 


JOHN  E.  LOWER 

Professional  Pharmaceutical  Representative 


Fred  Wyss 
Representative 
120  E.  Liberty 
Rapid  City,  SD  57701 


Ron  Gjoraas 
Representative 
5405  W.  49th  St. 

Sioux  Falls,  SD  57106 


1605  South  Glendale  Avenue 
Sioux  Falls,  SO  57105 
Telephone:  (605)  334-6777 
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ERSCO 

MEDICAL,  INC. 


HOME  HEALTH 
CARE  SPECIALISTS 

Sioux  Falls,  SD  57104 
(605)  339-1881 


Watts:  1-800-952-2310  SD 
1 800-843-3704 
Out  ot  State 


Rapid  City,  SD  577C1 
(605)  342-3890 

Aberdeen,  SD  57401 
(605)  225-5070 


Sheridan,  WY  82801 
(307)  672-9021 

Fargo,  ND  58103 
(701)  235-0175 


Williams  Insurance  Agency 


704  West  Avenue  North 
P O Box  1507 

Sioux  Falls,  South  Dakota  57101 
605-336-0940 


lOISTA 


O 


DODSON 

INSURANCE 

GROUP 


ELI  LILLY  AND  COMPANY 
DISTA  PRODUCTS  COMPANY 


LILLY  CORPORATE  CENTER 
INDIANAPOLIS,  INDIANA  46285 


ROBERT  E.  RE!D 

CASUALTY  RLCIPROCAL  EXCHANGE 
MARKETING  REPRESENTATIVE 


RESIDENCE 
BOX  34  3b9 
OMAHA,  NE  68134 
402-5/2-40  19 


HOME  OFFICE 
9201  STATE  LINE 
KANSAS  CITY,  MO  64114 
816-361-3400 
800-825-3760 


Jerrv  E.  Marks 

Director  of  Marketing 


Automated 
^Systems  Inc 


Computer  Sales/Service/Support 
Specializing  in  Clinic  and  Hospital  Accounting  Systems 

ASI  Center 
3900  West  12th  St. 

Sioux  Falls,  SD  57107 
(605)  335-3636 


A 

SANBOZ 

SANDOZ  Pharmaceuticals 
Corporation 

East  Hanover,  New  Jersey  07936 


1321  West  10th 
Sioux  Falls,  SD  57104 
605-335-8149 


'ffi\  E.R.  Squibb  & Sons 

United  States 


Pat  RenSi 

Full-Line  Representative 


W 


WYETH-AYERST 

LABORATORIES 

Philadelphia,  PA  19101 
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SOUTH  DAKOTA 


Medical  Computer 
Management 


Hoechst  SB 

Jan  Fodness 


Computer  services  for  physicians 
Lee  Brandt 

1621  S.  Minnesota  Ave. 
Sioux  Falls,  SD  57105 
(605)  335-1952 


Sales  Representative 
Hoechst-Roussel 
Pharmaceuticals  Inc. 

1612  Olive  Drive 


Sioux  Falls,  S.D.  57103 
(605)  336-9422 


/Hinneapolis 

Heart 

Institute 


“ Providing  complete 
consultative  cardiovascular 
care  for  people 
of  all  ages.” 


CHANNING  H.  LUSHBOUGH 

THEHEDGED 
SECURITIES 
FUND,LTD- 


920  E.  28th  Street 
Minneapolis,  MN  55407 


TELEPHONE:  (312)998-9420 
420  ELM  STREET  • GLENVIEW,  ILLINOIS  60025-4949 


612-863-3975 

Toll  Free  1-800-328-5015 


Mesirow 
Investment 
Services,  Inc. 


A Mesirow  Financial  Company 


CIBA-GEIGY 

CORPORATION 


lOl  South  Phillips  Avenue, 
P.O.  Box  773, 

Sioux  Falls,  SD  57102 
(605)  331-5566 

Member  SIPC 


BRISTOL-MYERS 

U.S.  PHARMACEUTICAL 
AND  NUTRITIONAL  GROUP 


EVANSVILLE,  INDIANA  47721  0001 


PHARMACEUTICAL 

DIVISION 

SUMMIT,  NEW  JERSEY 


PHYSICIANS,  SCHEDULE  SOME 
TIME  FOR  YOUR  COUNTRY. 

Many  physicians  would  like  to  devote  some  dme  to  their 
country  in  a local  Army  Reserve  unit.  We  know  that  making  a week- 
end commitment  can  be  difficult  for  most  physicians.  So  it  is 
practical  for  the  Army  Reserve  units  to  be  flexible  about  nme  It's 
worth  discussing. 

Incidentally,  in  addition  to  satisfying  your  own  desire  to 
serve  your  country,  there  are  excepnonal  opportunities  to  do  some- 
thing totally  different  from  a day-to-day  routine.  Opportunities 
to  study  new  areas  of  medicine,  meet  new  people  in  your  specialty, 
and  be  a part  of  one  of  the  world's  most  advanced  medical  teams 

Discuss  the  opportumnes  with  our  Army  Medical  Personnel 
Counselor  Call  (collect)  303-361-8841/3889 
CAPTAIN  DEENA  NORTH 
AMEDD  Officer  Procurement 
Tl.S.  _ARMY  RESERVE 
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Pharmaceutical  Sales 
Representatives 


Leland  (Lee)  Whipkey 
Shirley  Guthmiller 


Mi 

MILES 


Pharmaceutical 

Division 

Miles  Inc. 

1308  Olive  Drive 
Sioux  Falls,  SD  ,57103 
605  336-9701 


Sioux  Falls 
Aberdeen 


OFFICE  PHONE 
(605)  334-3322 


SMSgt  Dean  Fender 

HEALTH  PROFESSIONS  RECRUITER 

USAF  RECRUITING  OFFICE 
2201  W 49TH  ST..  SIOUX  FALLS.  SD  57105-6551 


AIM  HIGH 


AIR—! 


Complete  Trust  Services  . . . 


Culbert 
Davis  Co. 

X * 


9n^<AjOAA 


416  SOUTH  2nd  AVE. 

P O BOX  1234 
SIOUX  FALLS.  S D 57101 
PHONE  336-1090 


★ Cash  & Property  Management 
★ Financial  Planning 
★ IRA  Accounts 


★ Company  Profit  Sharing  Plans 


V vv'  J P 


Call  us  for  a confidential, 
no-cost  review  of  your 
financial  planning  and 
estate  needs. 


UNITED  NATIONAL  BANK 


A REPUTATION  BUILT  ON  TRUST  & CONFIDENCE 
FOR  OVER  25  YEARS 


14th  & Minnesota 
41st  & Hawthorne 
Trust  Dept. 


ORTHO 

PHARMACEUTICAL 
CORPORATION 
PO  Box  300 

Raritan  New  Jersey  08869-0602 


335-4000 

335-4092 

335-4001 


f|SONS 

Li  Phamnaceuticak 


ORTHO 


MONICA  L.  JONES 

SALES  REPRESENTATIVE 


Lowell  W.  Edwards,  CMR 

Senior  Territory  Manager 

Canton,  SD 


North  Central  Heart 
Ltd. 


FISONS  CORPORATION 

BEDFORD,  MA  01 730 


5400  WEST  23RD  STREET 
SIOUX  FALLS,  SD  57106 
(605)  361-6051 


1100  S.  Euclid  Avenue 


Suite  500 


Sioux  Falls,  SD 


PHARMACEUTICAL  DIVISION 

EVANSVILLE,  INDIANA  -47721 
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SOUTH  DAKOTA 


1VI 

MARION  LABORATORIES,  INC. 

KANSAS  CITY,  MISSOURI 

HEART 

CARE 

C AROL  A.  DEN  HERDER 
BUSINESS  MANAGER 

1018  WEST  1 8th  STREET 
SIOUX  FALLS,  SD  57104 
(605)334-2200 

fX?  Business  Resources.  Ltd. 

/x\  WORD  PROCESSING 

^ PERSONAL  & PROFESSIONAL  COMPUTERS 

i ; COHiSL 

□ 620  S.  Cliff  Ave.  □ 422  5th  Ave.  S.E. 

P.O.  Box  904  P.O.  Box  1902 

Sioux  Falls,  SD  57101  Aberdeen,  SD  57401 

339-4176  226-0637 

Boots  - Flint,  Inc. 

Henry  Pharis 

Territory  Manager 

Subsidiary  of  (605)  332-2590 

The  Boots  Company  (USA)  Inc.  705  lakeview  Road 

Lincolnshire,  Illinois  60015  Sioux  Falls,  SD  57103 

ROGRIG  <9 

A division  of  Pfizer  Pharmaceuticals 

Glucotrol  CEFOBID 

CgiipizideJssssai*—  (celoperazone  soaium) 

Unasynn 

(ampicillin  sodium/sulbactam  sodium) 

PARKE-DAVIS 

Division  of  Warner-Lambert  Company 

201  Tabor  Road 

Morris  Plains,  New  Jersey  07950 
Area  Code  201  540-2000 

PntgeAAumal  Pka/imx^ceutirxd  Pe^AeAe^dcMue^ 

Forrest  Miller  Sioux  Falls 

Bill  Whitesides  Aberdeen 

Joe  Schuch  Rapid  City 

South  Dakota  State  Medical  Association 
sincerely  appreciates  the 
support  of  these  sponsors 
for  our  1988 
Annual  Meeting 

MAY  1988 


23 


The 
Power  of 
the  Pen” 


When  you  decide  to  use  Bactrim, 
use  the  power  of  the  pen  as  well. 
Protect  your  prescribing  decision  in 
accordance  with  your  state  regula- 
tions to  prevent  substitution.  It  guar- 
antees your  patients  will  get  the 
power  of  Bactrim. 


//Specify 

Didbm&z 

Bactrim 

(trimethoprim  and 
sulfamethoxazole/Roche) 


Roche  Laboratories 

a division  of  Hoffmann-la  Roche  Inc. 

340  Kmgsland  Street,  Nutley  New  Jersey  07110-1199 


OUTSTANDING  INCOME 
GUARANTEE 

LOOKING  FOR  TWO  FAMILY  PRACTICE  PHY- 
SICIANS TO  JOIN  OUR  GROUP  OF  SIX  FAM- 
ILY PRACTICE  PHYSICIANS  IN  A RAPIDLY 
GROWING,  AGGRESSIVE  PRACTICE.  NEW 
CLINIC.  COLLEGE  TOWN.  EXCEPTIONAL 
SUPPORT  STAFF. 


CONTACT: 

HARVEY  J.  HART,  MD 
DENNIS  C.  DECKER,  ADMINISTRATOR 


Center 


1440  15th  Ave  N.W  • Aberdeen,  SD  57401 
Phone  (605)  226-3536 


General/Family 

Practitioner 

PROGRESSIVE  COMMUNITY  in  Northeast 
South  Dakota  has  a position  open  tor  a gen- 
eral practitioner  or  family  practitioner  for 
full  time  solo  practice.  Guaranteed  income 
plus  generous  benefits  including  paid  mal- 
practice. Satellite  clinic  to  multihospital  sys- 
tem. No  night  or  weekend  call.  Send  CV  to: 

Mr.  Kim  Erb,  Administrative  Director 
Clinical  Services 
1400-1  5th  Avenue,  NW 
Aberdeen,  SD  57401 
Phone:  (605)  622-3489 


SOUTH  DAKOTA 


Copyright  © 1988  by  Hoffmann-La  Roche  Inc.  All  rights  reserved. 


Bactrim  Power 


Penetrates 

Concentrates 

Overpowers 

Persists 


Bactrim  penetrates  all  tissues1  to  overpower  most  common  susceptible 
uropathogens  including  E.  coli,  Klebsiella  species,  Enterobacter  species, 
Morganella  morganii,  Proteus  (in  vitro)  year  after  year.2  B.i.d.  dosing, 
easy  transition  from  IV  to  oral,  and  economy  help  keep  successful  ther- 
apy within  your  power.  Especially  when  you  remember  to  protect  your 
prescribing  decision  by  specifying  D.A.W. 

Please  note  that  in  vitro  data  may  not  correlate  with  clinical  experience. 
Bactrim  is  contraindicated  in  infants  less  than  two  months  of  age,  in 
pregnancy  at  term,  during  lactation,  and  in  documented  megaloblastic 
anemia  due  to  folate  deficiency.  Maintain  adequate  fluid  intake. 


I 


Specify  'DupeuM 

Bactrim  DS 

(160  mg  trimethoprim  and  800  mg  sulfamethoxazole/Roche) 


Copyright  © 1988  by  Hoffmann-La  Roche  Inc.  All  rights  reserved. 

Please  see  references  and  summary  of 
product  information  on  following  page. 


MW 


Specify  “Dispense  as  Written,”  “Do  Not  Substitute,"  or  “Brand 
Necessary”  according  to  your  state  regulations. 


References:  1.  Rubin  RH,  Swartz  MN:  N Engl  J Med  302. 426-432,  Aug  21,  1980  2.  BAC-DATA  Medical 
Information  Systems,  Inc  , Volume  I,  1986 


Bactrim 

(trimethoprim  and  sulfamethoxazole/Roche) 

Before  prescribing,  please  consult  complete  product  information,  a summary  of  which  follows 
CONTRAINDICATIONS:  Hypersensitivity  to  trimethoprim  or  sulfonamides:  documented  megaloblastic 
anemia  due  to  folate  deficiency;  pregnancy  at  term  and  during  the  nursing  period;  infants  less  than  two 
months  of  age 

WARNINGS:  FATALITIES  ASSOCIATED  WITH  THE  ADMINISTRATION  OF  SULFONAMIDES.  ALTHOUGH 
RARE,  HAVE  OCCURRED  DUE  TO  SEVERE  REACTIONS,  INCLUDING  STEVENS-JOHNSON  SYNDROME. 
TOXIC  EPIDERMAL  NECROLYSIS,  FULMINANT  HEPATIC  NECROSIS,  AGRANULOCYTOSIS,  APLASTIC 
ANEMIA  AND  OTHER  BLOOD  DYSCRASIAS 

BACTRIM  SHOULD  BE  DISCONTINUED  AT  THE  FIRST  APPEARANCE  OF  SKIN  RASH  OR  ANY  SIGN  OF 
ADVERSE  REACTION.  Clinical  signs,  such  as  rash,  sore  throat,  fever,  arthralgia,  cough,  shortness  of 
breath,  pallor,  purpura  or  jaundice,  may  be  early  indications  of  serious  reactions.  In  rare  instances  a skin 
rash  may  be  followed  by  more  severe  reactions,  such  as  Stevens-Johnson  syndrome,  toxic  epidermal 
necrolysis,  hepatic  necrosis  or  serious  blood  disorder  Perform  complete  blood  counts  frequently 
BACTRIM  SHOULD  NOT  BE  USED  IN  THE  TREATMENT  OF  STREPTOCOCCAL  PHARYNGITIS  Clinical  stud- 
ies show  that  patients  with  group  A 6-hemolytic  streptococcal  tonsillopharyngitis  have  a greater  incidence 
of  bacteriologic  failure  when  treated  with  Bactrim  than  with  penicillin. 

PRECAUTIONS:  General  Give  with  caution  to  patients  with  impaired  rena!  or  hepatic  function,  possible 
folate  deficiency  (e  g , elderly,  chronic  alcoholics,  patients  on  anticonvulsants,  with  malabsorption  syn- 
drome. or  in  malnutrition  states)  and  severe  allergies  or  bronchial  asthma  In  glucose-6-phosphate  dehy- 
drogenase deficient  individuals,  hemolysis  may  occur,  frequently  dose-related 
Use  in  the  Elderly  May  be  increased  risk  of  severe  adverse  reactions  in  elderly,  particularly  with  complicat- 
ing conditions,  e g . impaired  kidney  and/or  liver  function,  concomitant  use  of  other  drugs.  Severe  skin 
reactions,  generalized  bone  marrow  suppression  (see  WARNINGS  and  ADVERSE  REACTIONS)  or  a specific 
decrease  in  platelets  (with  or  without  purpura)  are  most  frequently  reported  severe  adverse  reactions  in 
elderly  In  those  concurrently  receiving  certain  diuretics,  primarily  thiazides,  increased  incidence  of  throm- 
bocytopenia with  purpura  reported  Make  appropriate  dosage  adiustments  for  patients  with  impaired  kidney 
function  (see  DOSAGE  AND  ADMINISTRATION) 

Use  in  the  Treatment  ot  Pneumocystis  Carmn  Pneumonia  in  Patients  with  Acquired  Immunodeficiency  Syn- 
drome (AIDS)  AIDS  patients  may  not  tolerate  or  respond  to  Bactrim  in  same  manner  as  non-AIDS  patients 
Incidence  of  side  effects,  particularly  rash,  fever,  leukopenia,  elevated  aminotransferase  (transaminase) 
values,  with  Bactrim  in  AIDS  patients  treated  for  Pneumocystis  carinu  pneumonia  reported  to  be  greatly 
increased  compared  with  incidence  normally  associated  with  Bactrim  in  non-AIDS  patients 
Information  for  Patients  Instruct  patients  to  maintain  adequate  fluid  intake  to  prevent  crystalluria  and  stone 
formation 

Laboratory  Tests  Perlorm  complete  blood  counts  frequently;  if  a significant  reduction  in  the  count  of  any 
formed  blood  element  is  noted,  discontinue  Bactrim  Perform  urinalyses  with  careful  microscopic  examina- 
tion and  renal  function  tests  during  therapy,  particularly  for  patients  with  impaired  renal  function 
Drug  Interactions  In  elderly  patients  concurrently  receiving  certain  diuretics,  primarily  thiazides,  an 
increased  incidence  of  thrombocytopenia  with  purpura  has  been  reported  Bactrim  may  prolong  the 
prothrombin  time  in  patients  who  are  receiving  the  anticoagulant  warfarin  Keep  this  in  mind  when  Bactrim 
is  given  to  patients  already  on  anticoagulant  therapy  and  reassess  coagulation  time  Bactrim  may  inhibit  the 
hepatic  metabolism  of  phenytom  Given  at  a common  clinical  dosage,  it  increased  the  phenytom  half-life  by 
39%  and  decreased  the  phenytoin  metabolic  clearance  rate  by  27%.  When  giving  these  drugs  concurrently, 
be  alert  for  possible  excessive  phenytoin  effect.  Sulfonamides  can  displace  methotrexate  from  plasma  pro- 
tein binding  sites,  thus  increasing  free  methotrexate  concentrations 

Drug/Laboratory  Test  Interactions  Bactrim,  specifically  the  trimethoprim  component,  can  interfere  with  a 
serum  methotrexate  assay  as  determined  by  the  competitive  binding  protein  technique  (CBPA)  when  a 
bacterial  dihydrofolate  reductase  is  used  as  the  binding  protein  No  interference  occurs  if  methotrexate  is 
measured  by  a radioimmunoassay  (RIA).  The  presence  of  trimethoprim  and  sulfamethoxazole  may  also 
interfere  with  the  Jaff6  alkaline  picrate  reaction  assay  for  creatinine,  resulting  in  overestimations  of  about 
10%  in  the  range  of  normal  values 

Carcinogenesis.  Mutagenesis.  Impairment  of  Fertility  Carcinogenesis  Long-term  studies  in  animals  to 
evaluate  carcinogenic  potential  not  conducted  with  Bactrim  Mutagenesis  Bacterial  mutagenic. studies  not 
performed  with  sulfamethoxazole  and  trimethoprim  in  combination.  Trimethoprim  demonstrated  to  be 
nonmutagenic  in  the  Ames  assay  No  chromosomal  damage  observed  in  human  leukocytes  in  vitro  with 
sulfamethoxazole  and  trimethoprim  alone  or  in  combination;  concentrations  used  exceeded  blood  levels  of 
these  compounds  following  therapy  with  Bactrim  Observations  of  leukocytes  obtained  from  patients 
treated  with  Bactrim  revealed  no  chromosomal  abnormalities  Impairment  of  Fertility  No  adverse  effects  on 
fertility  or  general  reproductive  performance  observed  in  rats  given  oral  dosages  as  high  as  70  mg/kg/day 
trimethoprim  plus  350  mg/kg/day  sulfamethoxazole 

Pregnancy  Teratogenic  Effects  Pregnancy  Category  C Trimethoprim  and  sulfamethoxazole  may  interfere 
with  folic  acid  metabolism;  use  during  pregnancy  only  if  potential  benefit  justifies  potential  risk  to  fetus 
Nonteratogenic  Effects  See  CONTRAINDICATIONS  section 
Nursing  Mothers  See  CONTRAINDICATIONS  section 

Pediatric  Use  Not  recommended  for  infants  under  two  months  (see  INDICATIONS  and  CONTRAINDICA- 
TIONS sections) 

ADVERSE  REACTIONS:  Most  common  are  gastrointestinal  disturbances  (nausea,  vomiting,  anorexia)  and 
allergic  skin  reactions  (such  as  rash  and  urticaria)  FATALITIES  ASSOCIATED  WITH  THE  ADMINISTRATION 
OF  SULFONAMIDES.  ALTHOUGH  RARE,  HAVE  OCCURRED  DUE  TO  SEVERE  REACTIONS,  INCLUDING 
STEVENS-JOHNSON  SYNDROME,  TOXIC  EPIDERMAL  NECROLYSIS.  FULMINANT  HEPATIC  NECROSIS, 
AGRANULOCYTOSIS,  APLASTIC  ANEMIA  AND  OTHER  BLOOD  DYSCRASIAS  (SEE  WARNINGS  SECTION) 
Hematologic  Agranulocytosis,  aplastic  anemia,  thrombocytopenia,  leukopenia,  neutropenia,  hemolytic 
anemia,  megaloblastic  anemia,  hypoprothrombinemia.  methemoglobinemia,  eosinophilia  Allergic  Reac- 
tions Stevens-Johnson  syndrome,  toxic  epidermal  necrolysis,  anaphylaxis,  allergic  myocarditis,  erythema 
multiforme,  exfoliative  dermatitis,  angioedema,  drug  fever,  chills.  Henoch-Scnoenlein  purpura,  serum 
sickness-like  syndrome,  generalized  allergic  reactions,  generalized  skin  eruptions,  photosensitivity,  con- 
junctival and  scleral  injection,  pruritus,  urticaria  and  rash  Periarteritis  nodosa  and  systemic  lupus  erythe- 
matosus have  been  reported  Gastrointestinal  Hepatitis  (including  cholestatic  jaundice  and  hepatic 
necrosis),  elevation  of  serum  transaminase  and  bilirubin,  pseudomembranous  enterocolitis,  pancreatitis, 
stomatitis,  glossitis,  nausea,  emesis,  abdominal  pain,  diarrhea,  anorexia  Genitourinary  Renal  failure, 
interstitial  nephritis,  BUN  and  serum  creatinine  elevation,  toxic  nephrosis  with  oliguria  and  anuria,  crystal- 
luria  Neurologic  Aseptic  meningitis,  convulsions,  peripheral  neuritis,  ataxia,  vertigo,  tinnitus,  headache 
Psychiatric  Hallucinations,  depression,  apathy,  nervousness  Endocrine  Sulfonamides  bear  certain  chem- 
ical similarities  to  some  goitrogens,  diuretics  (acetazolamide  and  the  thiazides)  and  oral  hypoglycemic 
agents,  cross-sensitivity  may  exist  Diuresis  and  hypoglycemia  have  occurred  rarely  in  patients  receiving 
sulfonamides  Respiratory  Pulmonary  infiltrates  Musculoskeletal.  Arthralgia,  myalgia  Miscellaneous 
Weakness,  fatigue,  insomnia. 

DOSAGE  AND  ADMINISTRATION:  Not  recommended  for  use  in  infants  less  than  two  months  ot  age. 

URINARY  TRACT  INFECTIONS  AND  SHIGELLOSIS  IN  ADULTS  AND  CHILDREN , AND  ACUTE  OTITIS  MEDIA 
IN  CHILDREN  Usual  adult  dosage  for  urinary  tract  infections  is  one  DS  tablet,  two  tablets  or  four  teaspoon- 
fuls (20  ml)  b .1  d for  10  to  14  days  Use  identical  daily  dosage  for  5 days  for  shigellosis  Recommended 
dosage  for  children  with  urinary  tract  infections  or  acute  otitis  media  is  8 mg/kg  trimethoprim  and  40  mg/kg 
sulfamethoxazole  per  24  hours,  in  two  divided  doses  every  12  hours  for  10  days  Use  identical  daily  dosage 
for  5 days  for  shigellosis.  Renal  Impaired  Creatinine  clearance  above  30  ml/min,  give  usual  dosage, 
15-30  ml/min,  give  one-half  the  usual  regimen,  below  15  ml/min,  use  not  recommended 
ACUTE  EXACERBATIONS  OF  CHRONIC  BRONCHITIS  IN  ADULTS  Usual  adult  dosage  is  one  DS  tablet,  two 
tablets  or  four  teasp  (20ml)b/  d for  14  days 

PNEUMOCYSTIS  CARINU  PNEUMONIA  Recommended  dosage  is  20  mq/kg  trimethoprim  and  100  mg/kg 
sulfamethoxazole  per  24  hours  in  equal  doses  every  6 hours  for  14  days  See  complete  product  information 
for  suggested  children's  dosage  table 

HOW  SUPPLIED:  DS  (double  strength)  Tablets  (160  mg  trimethoprim  and  800  mg  sulfamethoxazole)— 
bottles  ot  100,  250  and  500,  Tel-E-Dose®  packages  of  100,  Prescription  Paks  of  20.  Tablets  (80  mg  tri- 
methoprim and  400  mg  sulfamethoxazole)— bottles  of  100  and  500;  Tel-E-Dose®  packages  of  100, 
Prescription  Paks  of  40  Pediatric  Suspension  (40  mg  trimethoprim  and  200  mg  sulfamethoxazole  per 
teasp  )— bottles  of  100  ml  and  16  oz  (1  pint)  Suspension  (40  mg  trimethoprim  and  200  mg  sulfamethoxa- 
zole per  teasp  ) — bottles  of  16  oz  (1  pint). 

STORE  TABLETS  AT  15°-30°C  (59°-86°F)  IN  A DRY  PLACE  PROTECTED  FROM  LIGHT  STORE  SUSPEN- 
SIONS AT  15°-30°C  (59°-86°F)  PROTECTED  FROM  LIGHT 


Roche  Laboratories 

a division  of  Hoffmann-La  Roche  Inc. 


340  Kingsland  Street.  Nutley,  New  Jersey  07110-1199 
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Internist 

Grand  Island,  Nebraska.  Board 
certified/eligible  internist  with  or 
without  subspecialty  wanted  for 
addition  to  medical  service  staff, 
Grand  Island  Veterans  Adminis- 
tration Medical  Center.  Attractive 
compensation,  vacation  time,  re- 
tirement plan  and  other  benefits. 
Comfortable  living  in  city  of  near 
40,000.  Send  CV  to: 

Stephen  W.  Maks,  M.D. 
Grand  Island  VAMC 
Grand  Island,  NE  68803 


Physician  Needed 

Montana.  Board  certified  FP  seeks  part- 
ner with  interests  in  obstetrics  and  rural 
medicine  to  join  busy  practice  in  south- 
east Montana.  Modern,  well-equipped 
office  conveniently  located  on  hospital/ 
NH  campus.  First-year  income  guaran- 
tee, paid  malpractice,  relocation  assist- 
ance, and  other  benefits.  Enjoy  comforts 
of  friendly  small  community  living  and 
recreation  that  only  Montana  can  offer! 
Send  CV  to: 

Cynthia  Lacro 
PROSEARCH 

305  N.E.  102nd  Avenue 
Portland,  Oregon  97220 
(800)  237-6906 
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Physicians  Needed 

General  Surgeon,  Family  Practitioner  and 
Internist  to  join  eight  doctor  clinic  in  Cloquet, 
MN,  a community  of  12,000  (30,000  service 
area),  located  20  minutes  from  Duluth-Su- 
perior. Clinic  facility  is  located  one  block 
from  modern,  well  equipped  77-bed  hospi- 
tal. Cloquet  enjoys  a stable  economy  (forest 
products).  Additionally,  our  community  is 
noted  for  its  excellent  school  system.  First 
year  salary  guarantee,  paid  malpractice, 
health  and  disability  insurance,  vacation  and 
study  time. 

Contact:  John  Turonie,  Administrator 
Raiter  Clinic,  LTD 
417  Skyline  Boulevard 
Cloquet,  MN  55720 
Phone:  (218)  879-1271 

Medical  Director 

The  University  of  South  Dakota 
Student  Health  Clinic 
Vermillion,  South  Dakota 

Responsibilities  include  providing  patient 
care,  medical  leadership  and  direct  super- 
vision of  medical  personnel  including  nurse 
practitioner  and  physician  assistant.  Uni- 
versity School  of  Medicine  appointment  el- 
igibility. Prefer  Internist,  Pediatrician  or 
Family  Practitioner  with  demonstrated  in- 
terest/training in  adolescent  and  preventa- 
tive medicine.  Salary  is  competitive  with  ex- 
cellent fringe  benefits  including  professional 
liability.  This  is  an  academic  year  appoint- 
ment. 

Send  application  and  resume  with  names, 
addresses  and  telephone  numbers  of  three 
references  to: 

Dr.  William  Donohue,  Vice  President  For  Stu- 
dent Life,  Room  205  Slagle  Hall,  414  East 
Clark,  Vermillion,  S.D.  57069 

EMERGENCY  PHYSICIANS 

South  Dakota:  Expanding  physician- 
owned  emergency  group  has  opening 
for  full-time  career-oriented  emergen- 
cy physicians  in  South  Dakota.  Excel- 
lent benefits  including  malpractice,  dis- 
ability, health  insurance,  profit  shar- 
ing, etc.  Flexible  work  schedules,  ex- 
cellent working  and  living  conditions. 

Contact:  Donald  Kougl,  M.D. 

(307)  632-1436 

or  send  CV  to:  EMP,  P.C. 

P.O.  Box  805 
Cheyenne,  WY 
82003-0805 

GF/FP  Physician  Wanted 

Solo  practice  available  immediately. 
Modern  clinic  next  door  to  21  bed  hos- 
pital. First  year  guarantee  negotiable; 
malpractice  insurance  paid;  free  use  of 
clinic  for  one  year.  Ipswich  is  an  agri- 
culture community  with  a population  of 
about  1,000,  located  25  miles  west  of 
Aberdeen.  Lots  of  outdoor  sports. 

Contact:  Ken  Trammell,  Administrator 
Ipswich  Community  Hospital 
P.O.  Box  326 

Ipswich,  South  Dakota  57451 
Phone:  (605)  426-601  1 
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South  Dakota 
Foundation  for 
medical  Care 


New  PRO  RFP  Issued 

The  final  version  of  the  Peer  Review  Organization  Request  for  Proposal  (RFP)  was 
issued  in  March  1988  by  the  Health  Care  Financing  Administration  (HCFA).  The  RFP 
specifies  the  required  duties  of  PROs  effective  for  the  1989  contract  year,  and  contains 
changes  from  past  requirements.  The  changes  which  follow  result  from  recent  legislation, 
such  as  the  Omnibus  Budget  Reconciliation  Act,  and  reflect  additional  responsibilities 
of  the  PRO  required  by  HCFA. 

1 . Review  of  a 5 percent  sample  of  ambulatory  surgery  claims  from  surgical  centers  and 
hospital  outpatient  departments. 

2.  Instead  of  reviewing  all  related  hospital  readmissions  within  15  days,  PROs  will  now 
be  required  to  review  a 25  percent  sample  of  hospital  readmissions  within  31  days. 

3.  For  the  readmissions  identified  for  review  in  item  2 above,  the  PRO  will  be  responsible 
for  reviewing  records  and/or  claims  for  the  intervening  services  provided  in  Medicare 
certified  skilled  nursing  facilities,  home  health  agencies  and  hospital  outpatient  de- 
partments. 

4.  PROs  will  be  required  to  investigate  all  beneficiary  complaints  involving  quality  of 
care  in  Medicare  certified  skilled  nursing  facilities,  home  health  agencies,  and  hospital 
outpatient  departments. 

5.  PROs  will  be  required  to  review  claims  for  an  increased  number  of  HCFA-specified 
DRGs. 

6.  Perform  preadmission/preprocedure  review  for  hospital  inpatients  for  10  procedures 
(including  cataract  extraction),  instead  of  five. 

7.  Instead  of  categorizing  quality  of  care  problems  using  the  five  severity  levels  devised 
by  SDFMC,  the  new  RFP  requires  the  use  of  three  severity  levels  developed  by  HCFA. 
HCFA  also  requires  the  PRO  to  use  intervention  thresholds  and  activities  mandated 
by  HCFA  to  correct  quality  of  care  concerns,  instead  of  those  locally  developed  by 
the  PRO. 

8.  The  time  period  permitted  for  the  attending  physician  to  respond  to  the  physician 
advisor  adverse  determination  has  been  lengthened  from  1 5 days  to  20  days  to  provide 
the  attending  physician  more  time  in  which  to  resolve  the  preliminary  determination. 

Although  the  RFP  has  been  issued  in  final  form,  it  is  still  subject  to  change  depending 
upon  new  legislation,  new  regulations,  and/or  specific  contract  negotiations. 
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University  of  South  Dakota  School  of  Medicine 

" ...  providing  medical  education,  service 
and  research  for  South  Dakotans" 


What  Teachers  Think  About  AIDS 

The  results  of  a survey  of  over  200  South  Dakota  teachers  and  a review  of  the  literature  which 
might  have  influenced  their  attitudes  are  presented. 

Robert  C.  Goodhope,  M.D.1 
Gerald  C.  Ball,  B.S.2 
Laura  L.  Koenig,  B.S.2 
Christine  L.  Mollerud,  B.S.2 
Lars  E.  Okland,  B.S.2 
Gary  R.  Leonardson,  Ph.D.3 


ABSTRACT 

Two  hundred  twenty  public  school  teachers  gave  their  opinions  about  the  Acquired  Immune  Deficiency 
Syndrome  (AIDS).  Teachers  rate  themselves,  students  and  parents  as  partially  informed  about  AIDS.  They  favor 
including  explicit  AIDS  teaching  in  sex  education  courses.  School  age  children  with  AIDS  should  be  allowed  to 
attend  school,  but  teachers  want  to  know  when  a child  has  AIDS.  They  are  evenly  divided  over  the  right  to  refuse 
to  teach  a student  with  AIDS,  treating  such  a student  differently,  touching  a student  with  AIDS,  the  disruption 
of  the  learning  environment  by  such  a student,  and  the  banning  of  employees  with  AIDS.  Few  would  refuse  to 
teach  a child  or  refuse  to  work  with  a colleague  with  AIDS.  There  is  a lack  of  acceptance  (21.4%)  that  AIDS  can 
only  be  transmitted  by  the  exchange  of  blood  products  or  body  fluids. 


INTRODUCTION 

AIDS  is  caused  by  the  HIV(Human  Im- 
munodeficiency Virus)  which  cripples  the  body’s 
immune  system  and  its  ability  to  fight  off  life-threaten- 
ing disease  or  infection.  It  can  attack  the  central  nerv- 
ous system  and  may  cause  permanent  brain  damage.1 

Although  the  AIDS  virus  is  found  in  various  body 
fluids  (blood,  semen,  urine,  breast  milk  and  saliva),  it  is 
primarily  bloodborne.  AIDS  is  spread  by:  1)  sexual 
contact  in  which  blood  or  other  body  fluids  (semen, 
vaginal  secretions,  urine,  feces)  are  transmitted  from  an 
infected  person  to  another,  2)  the  sharing  of  drug  need- 
les contaminated  with  the  virus,  3)  passage  of  the  virus 
from  an  infected  mother  to  her  newborn  before,  during 
or  shortly  after  birth,  4)  transfusion  of  blood  or  blood 
components  contaminated  with  the  virus.  The  risk  of 
infection  from  the  latter  category  has  been  slight  and  is 
further  reduced  by  screening  tests  for  HIV.  The  AIDS 
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virus  does  not  survive  well  outside  the  body.  It  is  not 
spread  by  casual  contact:  "In  five  years  of  studying 
AIDS,  scientists  have  not  found  one  case  caused  by 
casual  contact."2 

Anyone  who  engages  in  sexual  contact  (penis-vagina, 
penis-rectum,  mouth-rectum,  mouth-vagina,  mouth- 
penis)  with  an  infected  person,  or  who  shares  needles 
to  inject  drugs  is  at  risk  to  contract  AIDS.  Of  cases 
reported  in  the  U.S.  since  1981,  98%  have  been  in 
people  with  known  increased  risks.2 

Many  infected  individuals  remain  seemingly  healthy 
and  symptom-free  for  months  or  years.  If  appropriate 
precautions  are  not  used  with  sexual  contacts  and/or  in- 
travenous drug  use,  these  symptom-less  infected 
people  can  spread  the  virus  to  others. 

More  than  1.5  million  people  are  thought  to  carry  the 
HIV  virus  in  the  United  States.  The  World  Health  Or- 
ganization estimates  that  10  million  people  in  87  nations 
are  infected  with  the  HIV  virus.3  By  1991,  the  annual 
cost  of  treating  AIDS  patients  could  reach  $16  billion.4 
More  importantly,  as  stated  by  Surgeon  General  C. 
Everett  Koop:  "AIDS  presents  an  extreme  challenge  to 
our  national  character.  We  will  see  that  the  larger  so- 
cial issues  created  by  the  epidemic  will  be  more  of  a 
problem  than  the  scientific  ones.  5 Because  of  the 
educational,  nurturing  and  leadership  roles  of  teachers, 
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and  because  of  society’s  desire  to  protect  its  youth,  the 
issues  may  be  viewed  at  their  most  emotional  and  con- 
troversial level  in  the  school  setting. 

Against  this  background,  a group  of  investigators 
from  the  University  of  South  Dakota  School  of  Business 
and  the  School  of  Medicine  developed  a survey  ques- 
tionnaire. Four  hundred  and  fifty  surveys  were  dis- 
tributed to  area  school  teachers. 

The  objective  was  to  obtain  information  that  might 
be  useful  for:  1)  the  formulation  of  AIDS  policies  in 
schools,  and  2)  the  design  of  AIDS  education  programs 
for  teachers  and  students. 

SURVEY  AND  ANALYSIS  METHODS  USED 
The  Questionnaire 

The  team  developed  twenty-one  questions.  Most 
were  qualitative  "Yes,  No,  No  Comment"  type,  although 
some  had  to  be  more  complex. 

A prior  survey  of  internal  medicine  physicians  con- 
ducted by  Princeton  Consultants  for  "IM  - Internal 
Medicine  for  the  Specialist"6  served  as  our  model,  with 
permission.  Some  of  the  AIDS  issues  raised  in  that  poll 
were  considered  relevant  for  teachers  as  well  as  for 
physicians,  and  we  therefore  constructed  parallel  ques- 
tions on  those  issues  to  minimize  variance  when  com- 
paring responses  from  the  two  professions.  The  cover 
page  of  the  questionnaire  explained  its  purpose,  set  a 
date  for  completing  it,  and  provided  a place  to  check  if 
the  individual  did  not  want  to  participate.  Questions 
were  typed  on  both  sides  of  the  questionnaire  page. 

How  the  Survey  was  Accomplished 

Twelve  schools  were  canvassed,  which  gave  a good 
distribution  of  grade  levels.  Informed  cooperation  of 
all  the  principals  was  necessary  to  conduct  the  survey. 
Each  of  the  principals  cooperated  and  distributed 
questionnaires  to  the  teachers  in  his/her  school.  Of  450 
total  questionnaires  distributed,  237  (52.7%)  were 
returned.  Seventeen  (3.8%)  were  checked  to  indicate 
no  participation  and  220  (49%)  were  completed  at  least 
partially. 

Analysis  Methods  Used 

The  data  from  the  survey  was  divided  into  three 
groups.  In  the  first,  responses  by  teachers  in  kindergar- 
ten through  sixth  grade  were  totaled.  The  second 
group  contained  data  for  7th  through  9th  grade 
teachers.  The  third  had  the  data  from  10th  through 
12th  grade.  The  data  was  initially  analyzed  as  a whole. 
Then  each  of  the  three  groups  was  analyzed  separate- 
ly- 

The  questions  were  analyzed  as  follows:  Question  1 
identified  teachers  by  the  three  catagories  and  the 
proportion  of  the  total  in  each  group.  Fifteen  questions 
were  answerable  by  "yes,  no,  or  no  comment."  The 
other  five  questions  had  multiple  responses,  or  were 
grouped  with  multiple  response  choices  for  each  group. 


A number  of  teachers,  about  10%,  apparently  did 
not  discover  those  questions  on  the  reverse  side  of  the 
questionnaire,  which  distorted  the  proportion  of  no 
answer  responses  to  those  questions.  (Table  I) 


TABLE  I 

Question  # 

2 

3 

4 

5 

6 

7 

8 

9(S) 

9(P) 

9(T) 

10 

No  Answer 
(%  of  220) 

3.2 

0.5 

1.4 

3.6 

1.4 

0.5 

2.7 

6.4 

5.9 

2.3 

0.5 

Question  # 

11 

12 

13 

14 

15 

16 

17 

18 

19 

20 

21 

No  Answer 
(%  of  220) 

0.9 

10.5 

10.5 

14.1 

8.2 

12.3 

10.9 

10.0 

10.9 

10.0 

10.9 

The  percentage  of  no  answer  is  much  higher  for  questions 
12  through  21,  which  were  on  the  back  of  the  questionnaire 
sheet. 


The  response  proportions  were  calculated  from  the 
actual  number  of  responses  to  a particular  question. 
Thus,  some  are  based  on  219  responses  while  the  rest 
are  based  on  response  numbers  ranging  downward  to 
just  below  200. 

Over  all  questions,  the  results  have  a 6%  margin  of 
error  at  the  95%  confidence  level.  Any  question  with 
80%  or  more  agreement  among  respondents  had  less 
than  5%  margin  of  error  at  the  95%  confidence  level.7 
(Table  II) 


TABLE  II 

“NO  COMMENT”  RESPONSE  STRATIFICATION 


All 

Stratified 

By  Grade 

Taught 

Teachers 

K-6 

7-9 

10-12 

Percent  of  Total 

Respondents 

100.0% 

38.2% 

30.0% 

31.8% 

Mean  No  Comment 

Responses 

11.2% 

15.0% 

9.6% 

8.1% 

"No  comment"  responses  were  almost  twice  as  prevalent 
among  elementary'  teachers  as  among  junior  and/or  senior 
high  teachers.  Using  pooled  standard  error  of  difference  in 
proportions  analysis,8  there  was  no  statistically  significant 
difference  in  the  percentages  of  "no  comment"  responses  be- 
tween junior  and  senior  high  teachers.  With  the  same 
analysis,  the  high  proportion  of  "no  comment"  responses 
among  elementary  teachers  distinguished  them  from  either 
of  the  other  two  groups  with  99%  confidence. 

RESULTS 

This  questionnaire  sought  to  identify  classroom 
teacher  attitudes  and  opinions  about:  1)  AIDS  victims 
in  the  school  system  as  students  and  as  employees,  2) 
informational  needs  of  students,  parents  and  teachers, 
3)  mandatory  testing,  4)  sex  education,  5)  free  access  to 
condoms,  6)  AIDS  transmission  and  7)  how  best  to  halt 
the  spread  of  the  HIV  virus. 
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TABLE  III 

RIGHTS  OF  AIDS  PATIENTS  AS  STUDENTS  AND  EMPLOYEES 


All 

Stratified  By  Grade  Taught 

Teachers 

K-6 

7-9 

10-12 

Should  children  with  AIDS 

YES 

73.7% 

64.6% 

81.3% 

77.1% 

attend  school? 

NO 

12.7% 

12.6% 

10.9% 

14.3% 

NO  COMMENT 

13.6% 

22.8% 

7.8% 

8.6% 

Should  you  know  if  a 

YES 

95.0% 

98.8% 

95.5% 

90.0% 

student  has  AIDS? 

NO 

4.1% 

1.2% 

3.0% 

8.6% 

NO  COMMENT 

0.9% 

0.0% 

1.5% 

1.4% 

Should  employees  with  AIDS 

YES 

33.0% 

33.7% 

29.2% 

35.7% 

be  banned  from  work? 

NO 

48.2% 

42.2% 

52.3% 

51.4% 

NO  COMMENT 

18.8 

24. 1 % 

18.5% 

12.9% 

Should  teachers  with  AIDS 

YES 

50.8% 

41.3% 

55.4% 

57.6% 

be  allowed  to  teach? 

NO 

28.9% 

32.0% 

26.8% 

27.3% 

NO  COMMENT 

20.3% 

26.7% 

17.8% 

15.1% 

Children  with  AIDS  should  be  allowed  to  attend  school  according  to  three-fourths  of  the  teachers.  Ninety-five  percent 
believe  they  have  a right  to  know  if  a student  has  AIDS.  Approximately  51%  feel  a teacher  with  AIDS  should  be  able  to  con- 
tinue teaching.  Forty-eight  percent  feel  employees  in  the  general  work  place  should  be  allowed  to  continue. 


TABLE  IV 

RIGHTS  AND  THE  TEACHING  PROFESSION 


All 

Stratified  By  Grade  Taught 

Teachers 

K-6 

7-9 

10-12 

Have  I a right  to  refuse 

YES 

43.8% 

50.6% 

41.5% 

37.7% 

to  teach  a student 

NO 

44.2% 

37.4% 

46.2% 

50.7% 

with  AIDS? 

NO  COMMENT 

12.0% 

12.0% 

12.3% 

11.6% 

Would  I refuse  to  teach 

YES 

10.4% 

14.8% 

7.9% 

7.4% 

a student  with 

NO 

72.2% 

64.2% 

73.0% 

80.9% 

AIDS? 

NO  COMMENT 

17.5% 

21.0% 

19.1% 

11.8% 

Forty-four  percent  of  teachers  believe  they  have  the  right  to  refuse  a student  with  AIDS;  and  equal  number  feel  obliged 
to  teach  such  a student.  Only  10%  would  actually  refuse  to  teach  the  student  with  AIDS. 


TABLE  V 

PREDICTIONS  OF  BEHAVIOR 

All  Stratified  By  Grade  Taught 


Teachers 

K-6 

7-9 

10-12 

Would  I work  with  a 

YES 

74.6% 

68.4% 

78.6% 

78.5% 

colleague  who  has 

NO 

11.2% 

10.5% 

8.9% 

13.8% 

AIDS? 

NO  COMMENT 

14.2% 

21.1% 

12.5% 

7.7% 

Would  I treat  a 

YES 

33.6% 

33.3% 

33.9% 

33.8% 

student  with  AIDS 

NO 

53.0% 

48.8% 

56.9% 

54.4% 

differently? 

NO  COMMENT 

13.4% 

17.9% 

9.2% 

11.8% 

Have  reservations 

YES 

46.1% 

48.8% 

46.2% 

42.9% 

about  touching  a 

NO 

44.7% 

41.7% 

44.6% 

48.6% 

student  with  AIDS? 

NO  COMMENT 

9.1% 

9.5% 

9.2% 

8.5% 

Will  AIDS  patients 

YES 

43.5% 

41.0% 

49.2% 

41.2% 

probably  disrupt  the 

NO 

40.2% 

34.9% 

41.3% 

45.6% 

classroom? 

NO  COMMENT 

16.4% 

24.1% 

9.5% 

13.2% 

Fifty-three  percent  of  teachers  would  treat  a student  with  AIDS  differently.  Reservations  about  touching  that  student 
were  expressed  by  46%,  but  45%  had  no  such  concern.  Seventy-four  percent  would  work  with  a colleague  with  AIDS.  Dis- 
ruption of  the  learning  environment  by  the  presence  of  a student  with  AIDS  was  anticipated  by  43.5%  of  teachers. 
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TABLE  VI 

INFORMATION  NEEDS  OF  STUDENTS,  PARENTS  AND  TEACHERS 

All  Stratified  By  Grade  Taught 


Teachers 

K-6 

7-9 

10-12 

How  informed  about 

WELL 

2.9% 

0.0% 

1.6% 

7.4% 

AIDS  are  your 

PARTLY 

54.4% 

41.6% 

49.2% 

73.5% 

students? 

UNINFORMED 

34.4% 

42.8% 

42.6% 

17.6% 

NO  OPINION 

8.3% 

15.6% 

6.6% 

1.5% 

How  informed  about 

WELL 

1.4% 

3.9% 

0.0% 

0.0% 

AIDS  are  their 

PARTLY 

71.0% 

67.5% 

70.5% 

75.4% 

parents? 

UNINFORMED 

17.9% 

11.7% 

23.0% 

20.3% 

NO  OPINION 

9.7% 

16.9% 

6.5% 

4.3% 

How  informed  about 

WELL 

18.6% 

16.1% 

20.3% 

20.0% 

AIDS  are  you 

PARTLY 

74.9% 

76.5% 

70.3% 

77.1% 

(teachers)? 

UNINFORMED 

5.6% 

6.2% 

7.8% 

2.9% 

NO  OPINION 

0.9% 

1.2% 

1.6% 

0.0% 

Should  special 

YES 

83.1% 

90.4% 

81.8% 

75.7% 

education  on  AIDS 

NO 

12.3% 

6.0% 

12.1% 

20.0% 

be  provided  to 

NO  COMMENT 

4.6% 

3.6% 

6.1% 

4.3% 

teachers? 


Eighty-three  percent  favor  special  education  about  AIDS  for  teachers.  Information  level  ratings  for  teachers  and  students 
increased  through  the  grades,  but  parental  knowledge  of  AIDS  was  consistently  rated  low. 


TABLE  VII 

AIDS  EDUCATION,  SLOWING  THE  AIDS  EPIDEMIC 

All  Stratified  By  Grade  Taught 


Teachers 

K-6 

7-9 

10-12 

Which  will  be  more 

TESTING 

13.2% 

14.3% 

16.0% 

9.4% 

effective  in  halting 

EDUCATION 

81.7% 

83.1% 

78.6% 

82.8% 

the  spread  of  AIDS? 

NO  COMMENT 

5.1% 

2.6% 

5.4% 

7.8% 

Should  AIDS  education  be 

YES 

95.0% 

97.4% 

89.7% 

97.0% 

included  in  sex  education 

NO 

2.0% 

0.0% 

6.9% 

0.0% 

courses? 

NO  COMMENT 

3.0% 

2.6% 

3.4% 

3.0% 

Should  instruction  on 

YES 

77.6% 

75.3% 

76.4% 

81.2% 

condom  use  be  included 

NO 

10.7% 

11.7% 

10.9% 

9.4% 

in  AIDS  education? 

NO  COMMENT 

11.7% 

13.0% 

12.6% 

9.4% 

Should  discussion  of  anal 

YES 

67.2% 

55.8% 

70.9% 

77.3% 

intercourse  and  oral  sex 

NO 

17.7% 

23.4% 

20.0% 

9.1% 

be  included? 

NO  COMMENT 

15.2% 

20.8% 

9.1% 

13.6% 

Teachers  believe  education  will  be  more  effective  than  testing  in  slowing  the  spread  of  AIDS  by  82%  to  13%.  Ninety-five  per- 
cent believe  sex  education  courses  should  include  AIDS.  Courses  should  include  instruction  in  the  use  of  condoms  accord- 
ing to  78%  of  teachers,  and  67%  favor  including  discussion  of  anal  intercourse  and  oral  sex. 


TABLE  VIII 

WHEN  AIDS  EDUCATION  BEGINS 

All  Stratified  By  Grade  Taught 


GRADE 

Teachers 

K-6 

7-9 

10-12 

When  should  AIDS 

BY  GRADE  3 

25.4% 

25.3% 

20.5% 

29.7% 

education  begin? 

BY  GRADE  5 

53.9% 

51.9% 

55.7% 

54.7% 

Only  25%  of  teachers  would  have  AIDS  education  begin  in  or  before  third  grade  (the  choice  of  the  Surgeon  General9). 
However,  over  half  (54%)  would  start  at  least  by  fifth  grade,  a delay  of  only  two  years. 
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TABLE  IX 

MANDATORY  BLOOD  TESTS 

All 

Stratified  By  Grade  Taught 

Teachers 

K-6 

7-9 

10-12 

Should  blood  tests  for 

NOT  MANDATORY  15.9% 

18.1% 

13.0% 

15.9% 

AIDS  be  mandatory  for 

MAKE  TESTS  84.1% 

81.9% 

87.0% 

84.1% 

certain  groups 

MANDATORY 

While  the  teachers  believe  education  will  be  more  effective  than  testing  in  slowing  the  spread  of  AIDS,  84%  agreed  that  test- 
ing for  HIV  should  be  mandated  for  some  groups. 


TABLE  X 

CONDOM  AVAILABILITY 

All 

Stratified  By  Grade  Taught 

Teachers 

K-6 

7-9 

10-12 

Should  public  clinics  make 

YES 

57.9% 

53.9% 

53.6% 

66.1% 

condoms  freely  available? 

YES,  BLIT  NOT 
TO  TEENAGERS 

5.1% 

5.3% 

5.4% 

4.6% 

NO 

22.3% 

17.1% 

30.3% 

21.5% 

NO  COMMENT 

14.7% 

23.7% 

10.7% 

7.8% 

Sixty-three  percent  of  teachers  believe  public  health  clinics  should  make  condoms  available.  Slightly  fewer,  58%,  would 
make  condoms  freely  available  to  teenagers  as  well. 


TABLE  XI 

AIDS  TRANSMISSION 

All 

Stratified  By  Grade  Taught 

Teachers 

K-6 

7-9 

10-12 

Can  AIDS  be  transmitted 

YES 

64.3% 

57.9% 

67.8% 

68.8% 

only  by  exchange  of  blood 

NO 

21.4% 

21.0% 

19.6% 

23.4% 

products  or  body  fluids 

NO  COMMENT  14.3% 

21.1% 

12.6% 

7.8% 

Sixty-four  percent  of  teachers  accept  that  AIDS  can  be  transmitted  only  by  the  exchange  of  blood  products  or  body  fluids. 
However,  that  this  is  the  only  means  of  transmission  is  not  acceptable  to  21%. 


DISCUSSION 

The  progressively  fatal  manifestations  of  AIDS,  the 
alternative  lifestyles  of  the  majority  of  those  who  have 
contracted  the  disease,  and  the  fact  that  an  individual 
can  be  infectious  without  knowledge  or  signs  of  the  in- 
fection, cause  anxiety  and  fear  in  individuals  and  in  so- 
cial institutions.  Because  many  authorities  feel  a mas- 
sive educational  campaign  and  a considerable 
investment  in  medical  research  is  necessary  to  avoid  a 
catastrophic  AIDS  epidemic  in  the  USA,  crucial  is- 
sues of  the  problem  are  focused  in  the  schools. 

Right  of  Children  with  AIDS  to  Attend  School 

School  age  children  with  AIDS  should  be  allowed  to 
attend  school  according  to  our  respondents.  However, 
teachers  want  to  know  when  a child  does  have  AIDS; 
thus  they  support  both  sides  of  the  argument  that  AIDS 
is  a public  health  hazard  which  may  supersede  in- 
dividual civil  rights.11 
MAY  1988 


The  development  of  policy  for  handling  children 
with  AIDS  has  become  a commonplace  but  a difficult 
activity  for  school  boards.12  Health  authorities  stress 
that  there  is  no  evidence  that  AIDS  is  spread  by  casual 
contact,  yet  fear  of  exposure  does  affect  the  decision 
making  process  at  the  local  level.  The  child  with  AIDS 
may  be  in  more  danger  in  the  school  environment  than 
his  classmates  are  from  him;1-  children  with  AIDS  are 
highly  vulnerable  to  various  childhood  illnesses  such  as 
chicken  pox.  The  Center  for  Disease  Control  recom- 
mends that  schools  consider  each  child’s  case  in- 
dividually, stating  that  usually  the  benefits  of  attending 
school  for  an  AIDS  child  outweigh  the  apparent  non- 
existent risk  to  others.1- 

Rights  of  the  Individual  with  AIDS  as  an  Employee 
One  third  of  our  respondents  believe  that  some 
employers  may  ban  employees  with  AIDS  from  work. 
This  compared  with  25%  of  physicians  who  responded 
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to  the  same  query  in  another  survey.6  Only  11%  of  the 
doctors,6  but  29%  of  our  respondents  feel  that  teachers 
with  AIDS  should  not  be  allowed  to  teach. 

Across  the  country,  the  right  of  AIDS  victims  to  keep 
their  jobs  is  in  question.  The  first  AIDS-related  federal 
legal  battle  involving  a public  school  teacher,  Vincent 
Chalk, J 3 was  decided  on  appeal  in  his  favor.  4 This  is 
important  since  state  courts  usually  follow  federal  find- 
ings in  related  cases.13 

AIDS  Education  in  the  Schools 

Debate  over  sex  education  in  our  schools  has  always 
been  heated.  The  AIDS  problem  has  brought  the  con- 
troversy to  national  attention.  U.S.  Surgeon  General  C. 
Everett  Koop  stated  "Education  concerning  AIDS 

must  start  at  the  lowest  grade  possible we  need  sex 

education  in  schools  and it  must  include  information 

on  heterosexual  and  homosexual  relationships.  The 
threat  of  AIDS  should  be  sufficient  to  permit  a sex 
education  curriculum  with  a heavy  emphasis  on  preven- 
tion of  AIDS  and  other  sexually  transmitted  diseases."15 
He  also  stated  "we  have  to  be  as  explicit  as  necessary 
to  get  the  massage  across.  You  can’t  talk  of  the  dangers 
of  snake  poisoning  and  not  mention  snakes."9  Koop 
pointed  out  that  "adolescents  and  preadolescents  are 
those  whose  behavior  we  wish  especially  to  influence 
because  of  their  vulnerability  when  they  are  exploring 
their  own  sexuality  (heterosexual  and  homosexual)  and 
perhaps  experimenting  with  drugs....  These  young 
people  may  be  putting  themselves  at  great  risk."1 

Harvey  Fineberg,  Dean  of  the  Harvard  School  of 
Public  Health,  stated:  "we  are  at  a point  where  sex 
education  is  no  longer  a matter  of  morals it’s  a mat- 

ter of  life  and  death."9 

Ninety-five  percent  of  the  teachers  and  98%  of 
physicians6  believe  that  sex  education  courses  should 
include  AIDS.  This  should  include  instruction  on  the 
use  of  condoms  according  to  nearly  78%  of  teachers 
and  93%  of  physicians.6  Sixty-seven  percent  of 
teachers  and  nearly  90%  of  physicians6  would  have  dis- 
cussion of  anal  intercourse  and  oral  sex  included.  Only 
40%  of  the  general  population  want  sex  education  cour- 
ses to  teach  twelve  year  olds  about  such  practices  as  oral 
and  anal  sex.16 

Only  25%  of  the  teachers  in  this  study,  and  17%  of 
the  general  population  in  a poll  by  Time  magazine,16 
would  have  this  degree  of  sex  education  in  or  before 
third  grade,  the  choice  of  the  surgeon  general.15 
However,  over  half  of  the  teachers  would  have  it  start 
by  fifth  grade,  a delay  of  only  two  years.  Respondents 
to  the  Saturday  Evening  Post  survey17  picked  the  age  of 
10  to  begin  such  teaching. 

AIDS  Testing 

Testing  helps  to  identify  those  who  are  infected  so 
that  they  may  presumably  avoid  spreading  the  virus, 
and  may  possibly  prolong  their  own  lives.  There  is 
much  disagreement  on  the  issue  of  who  should  be 
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tested.  Some  authorities19  freely  admit  that  since  AIDS 
is  not  spread  through  casual  contact,  they  are  unsure 
what  would  be  done  with  the  results  of  widespread 
mandatory  testing.  However,  Dr.  Beny  Primm,  Execu- 
tive Director  of  Addiction  Research  and  Treatment 
Corp.,  favors  routine  testing  stating  that:  "Routine  test- 
ing will  help  health  officials  determine  where  the  AIDS 
virus  is,  in  which  neighborhoods".20  In  contrast,  Dr. 
Mervyn  Silverman,  President  of  American  Foundation 
of  AIDS  Research  stated:  "It  won’t  control  AIDS.  It 
would  have  the  reverse  effect  on  the  people  you  most 
want  to  get  in."20  Currently  all  new  immigrants  to  the 
United  States  and  all  persons  in  the  military  services  are 
reqired  to  be  tested. 

The  teachers  in  our  survey,  in  spite  of  such  contradic- 
tory statements  by  various  authorities,  were  84  percent 
in  favor  of  mandatory  testing  for  HIV. 

Stratification  of  Responses  by  Grade  Level  Taught 

Respondents  were  stratified  demographically  by 
grade  taught,  with  38%  in  K through  sixth,  30%  in 
seventh,  eighth  and  ninth,  and  32%  in  senior  high. 
Responses  were  quite  similar,  but  significantly  more 
"no  comment"  responses  were  elicited  from  the  elemen- 
tary than  from  junior  and  senior  high  school  teachers. 

Perhaps  elementary  teachers  were  not  comfortable 
sharing  their  opinions,  or  they  may  not  have  been  con- 
fronted by  the  issues  of  AIDS,  since  until  recently  stu- 
dents testing  HIV  positive  have  been  older,  and  the 
recipients  of  transfusions  or  clotting  factors.  However, 
there  is  a second  group  of  youngsters  with  AIDS;  those 
infected  by  transplacental  transmission  some  of  whom 
survive  into  the  school  age  years.4  As  AIDS  moves  into 
the  heterosexual  population,  children  with  AIDS  could 
become  more  common  in  the  lower  grades  than  else- 
where in  the  school  system. 

Concern  About  AIDS  Transmission 

The  routes  of  transmission  of  AIDS  are  clearly 
mapped.  Only  three  such  routes  have  been  established: 
1)  infusion  of  blood  or  blood  products,  2)  sexual  con- 
gress and  3)  transplacental.  However,  among  the 
public  there  is  a persistant  fear  of  possible  transmission 
by  other  routes.  Freidland  and  Klein  explained:  "There 
are  four  principle  reasons  for  this;  first,  an  overem- 
phasis on  isolated  or  unusual  transmission  events; 
second,  an  unrealistic  desire  for  absolute  proof  of  ab- 
sence of  risk;  third,  because  HIV  has  been  isolated  from 
many  body  fluids,  including  saliva,  tears  and  urine,  in 
addition  to  blood,  semen  and  vaginal  fluids,  there  is 
concern  that  contact  with  these  fluids  can  transmit  in- 
fection. Finally,  it  remains  difficult  to  believe  that  a 
virus  capable  of  causing  a cruel  and  fatal  disease  is  not 
easily  transmitted."23 

CONCLUSION 

Nineteen  of  20  teachers  feel  they  have  a right  to  know 
if  a child  in  their  classroom  is  infected  with  AIDS. 
Divided  on  some  AIDS  issues,  only  a few  would  refuse 
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to  teach  the  child,  or  to  work  with  a colleague  with 
AIDS. 

These  educators,  like  most  physicians,  believe  that 
the  educational  system  must  respond  to  the  AIDS 
threat.  Teachers  feel  they  need  special  education 
themselves.  By  an  overwhelming  majority  they  favor  in- 
cluding AIDS  teaching  in  sex  education  courses  for  stu- 
dent around  the  fifth  grade. 

Teachers  rate  the  general  public  as  only  partially  in- 
formed about  AIDS  issues.  Their  opinions  on  man- 
datory testing  are  similar  to  those  expressed  by  medi- 
cal authorities.  The  lack  of  acceptance  by  21%  of 
teachers  that  AIDS  is  transmitted  only  by  the  exchange 
of  blood  products  or  body  fluids  is  disturbing.  That  this 
fear  persists  in  such  an  informed  and  knowledgable 
group  despite  the  mass  of  evidence  to  the  contrary  em- 
phasizes the  seriousness  of  the  problem  in  dealing  ra- 
tionally with  AIDS. 

Education  provides  the  best  here  and  now  oppor- 
tunity to  meet  the  challenge  of  AIDS  to  our  society  and 
its  future.  What  our  teachers  think  and  feel  about 
AIDS  is  vital  to  the  success  of  such  educational  plan- 
ning and  attack. 
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Auxiliary  News 


Carmen  Chavier,  President,  South  Dakota  State  Medical 
Association  Auxiliary 


There  Is  A Time  For  Everything 

/V  few  months  ago,  at  a funeral  service  for  a very 
-L  \-dear  friend,  I heard  some  striking  words  which 
made  a big  impact  on  me  and  my  thinking. 

These  words  went  something  like  this:  There  is  a time 
for  everything,  a time  to  learn,  a time  to  act,  a time  to 
reflect,  a time  to  rejoice,  a time  to  part.... 

How  true,  I thought.  Life,  like  everything  else  on 
earth,  has  its  season,  its  time.  In  a way,  its  sad  that  it 
takes  a funeral  to  remind  us  of  our  frail  human  condi- 
tion. And  although  death  is  one  of  those  truths  which 
is  difficult  to  accept  for  those  left  behind,  life  must  go 
on.  The  reality  is  that  they  must  be  able  to  deal  with 
life’s  intricate  patterns  to  secure  their  own  existence. 
Thus,  existence  is  woven  throughout  with  many  things 
sandwiched  in  between  the  life  and  death  certainty. 

One  of  those  things  is  leading  a normal  life.  My 
friend  is  gone  and  I miss  him  very  much,  nonetheless,  I 
must  continue  doing  what  I have  always  done. 
However,  the  day  of  his  funeral,  as  well  as  his  way  of 
life,  I learned  a valuable  lesson,  life  has  its  limits,  its 
season.  His  did.  There  is  a time  for  everything. 

Which  brings  me  to  the  subject  at  hand.  The  time 
has  come  for  me  to  say  farewell  to  this  column  and  to 
you.  For  the  past  year,  as  Auxiliary  president,  I tried, 
to  the  best  of  my  knowledge,  to  keep  you  informed 
about  the  Auxiliary,  of  its  function,  how  it  works  and 
what  it  stands  for.  I hope,  with  all  humility,  that  I ac- 
complished that. 


Its  time  for  new  leadership.  Beginning  June  4,  the 
Auxiliary  will  be  headed  by  Mrs.  Jacquelyn  Gunnarson 
(Richard)  of  Sioux  Falls.  She  will  continue  the  same 
tradition. 

It  is  with  much  sadness  and  anticipation  that  I part. 
This  past  year  has  proven  to  be  an  invaluable  ex- 
perience for  me.  I learned  alot  and  also  made  wonder- 
ful, unforgetable  friendships. 

A quick  reflection  about  it  all  shows  many  facets.  I 
am  proud,  joyous  and  thankful. 

I am  proud  to  be  a member  of  the  South  Dakota 
medical  community.  The  23  years  Juan  and  I have  been 
in  the  state  truly  emphasizes  that  fact.  Also  this  year’s 
involvement  with  the  Auxiliary  at  the  state  level  has 
greatly  deepened  that  proud  feeling. 

The  privilege  of  getting  to  know  many  delightful, 
wonderful,  caring  people  throughout  the  state  holds  a 
very  special  memory.  I enjoyed  it  tremendously  and 
will  always  treasure  it. 

I am  thankful.  No  task  can  be  enforced  without  the 
support  and  assistance  of  others.  Whenever  I needed 
help  there  were  many  people  ready  and  willing  to  as- 
sist. Special  thanks  to  the  Auxiliary  Board  of  Directors 
and  to  the  SDSMA  office  staff  for  their  fine  and  cour- 
teous assistance.  The  names  are  too  numerous  to  men- 
tion in  this  short  space.  However,  one  in  particular 
stands  out.  Thank  you  MARIE  HOVLAND  for  your 
twenty-four  hours  on  call!! 

Most  important,  I thank  you,  the  reader,  for  allow- 
ing me  the  opportunity  to  bring  the  Auxiliary’s  news 
month  after  month.  Thank  you  for  taking  the  time  to 
read  this  page  and  also  for  giving  me  some  feedback 
along  the  way.  I appreciated  your  comments. 

The  time  has  come  to  say  "adios".  With  a bit  of  nos- 
talgia, I wave  farewell  as  I move  on  to  other  tasks.  May 
God  bless  you  as  you  continue  your  life-long  dedication 
for  the  well  being  of  medicine  and  mankind. 


P.S.  Hope  to  see  you  in  Rapid  City  for  the  annual 
meeting,  June  2-4. 
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SOUTH  DAKOTA 


This  Is  Your  Medical 
Association 


Richard  Friess,  M.D.,  Sioux  Falls,  was  appointed  to 
the  American  Academy  of  Family  Physicians  Commis- 
sion on  Hospitals.  The  commission  studies  and 
develops  recommendations  on  hospital  privileges  and 
inter  and  intra-professional  relationships  in  hospitals. 

* * * * 

The  American  Board  of  Internal  Medicine  has  cer- 
tified two  members  of  the  University  of  South  Dakota 
School  of  Medicine  faculty  as  diplomates  in  critical  care 
medicine.  Dr.  Edward  Zawada,  Chairman  of  Internal 
Medicine,  and  Dr.  Michael  Heisler,  Assistant  Profes- 
sor of  Internal  Medicine,  both  of  Sioux  Falls,  are 
qualified  as  specialists  in  the  care  of  critically  ill  or  crisis 
patients. 


* * * * 

Rodrigo  Gomez-Cordero,  M.D.  has  opened  his  prac- 
tice, family  practice  and  surgery,  in  Lake  Preston 
recently.  He  is  a native  of  Bluefields,  Nicaragua.  He 
received  his  medical  education  in  Guadalajara, 
Mexico,  and  came  to  the  United  States  in  1973.  He 
completed  a five-year  general  surgery  residency  at 
Michael  Reese  Hospital  in  Chicago  in  1980.  He  then 
returned  to  Guadalajara  for  a year  as  a surgical  instruc- 
tor. After  returning  to  the  U.S.  and  receiving  his 
citizenship,  he  served  in  a medical  and  surgical  capacity 
for  three  years  at  Hills  Air  Force  Base  in  Utah. 

Since  then  he  has  practiced  in  Rushville  and  Spen- 
cer, Nebraska.  He  will  continue  practicing  there  part- 
time  while  conducting  regular  practice  in  Lake  Preston. 

Dr.  Gomez  and  his  wife,  Olga,  have  two  children,  a 
daughter,  Marianne,  and  a son,  George. 

* * * * 


Most 
patients 
need 
only  one. 


Preston  P.  Brogdon,  M.D.,  recently  died  in 
Decatur,  Alabama,  where  he  had  been  living  after  his 
retirement  from  general  practice.  Dr.  Brogdon  was 
born  in  1923  in  Springdale,  Arkansas.  He  received 
his  medical  education  at  the  U.  of  Arkansas  School 
of  Medicine  in  Little  Rock  and  completed  his 
residency  in  Little  Rock  at  the  Baptist  State  Hospi- 
tal. He  practiced  in  Mitchell  from  1953  to  1968.  He 
was  a member  of  the  Mitchell  District  Medical 
Society,  the  South  Dakota  State  Medical  Association 
and  the  American  Medical  Association.  He  served 
as  president  of  the  South  Dakota  State  Medical  As- 
sociation in  1966-67. 

continued  next  page 


K-SURT20 


Microburst 

Release 

System 


(potassium  chloride)  20mEq  sr  "*■” 

A daily  prophylactic  dose 
in  a single  tablet. 

Please  see  next  page  for  brief  summary  of  prescribing  information 


itS\i  Key  Pharmaceuticals,  Inc. 
#■»##.  Kenilworth,  NJ  07033 

World  leader  in  drug  delivery  systems. 


Copyright  © 1987,  Key  Pharmaceuticals,  Inc.,  Kenilworth,  NJ  07033. 
All  rights  reserved.  KD-2055/14238603H  8/87 


Kgj  • m tom™ I Microburst 

"35JSSl  ISyS 

(potassium  chloride)  Sustained  Release  Tablets 


INDICATIONS  AND  USAGE:  BECAUSE  OF  REPORTS  OF  INTESTINAL  AND  GASTRIC  ULCERATION  AND 
BLEEDING  WITH  SLOW-RELEASE  POTASSIUM  CHLORIDE  PREPARATIONS,  THESE  DRUGS  SHOULD 
BE  RESERVED  FOR  THOSE  PATIENTS  WHO  CANNOT  TOLERATE  OR  REFUSE  TO  TAKE  LIQUID  OR  EF- 
FERVESCENT POTASSIUM  PREPARATIONS  OR  FOR  PATIENTS  IN  WHOM  THERE  IS  A PROBLEM  OF 
COMPLIANCE  WITH  THESE  PREPARATIONS. 

1 For  therapeutic  use  in  patients  with  hypokalemia  with  or  without  metabolic  alkalosis,  in  digitalis 
intoxication  and  in  patients  with  hypokalemic  familial  periodic  paralysis. 

2 For  the  prevention  ot  potassium  depletion  when  the  dietary  intake  is  inadequate  in  the  following 
conditions:  Patients  receiving  digitalis  and  diuretics  for  congestive  heart  failure,  hepatic  cirrhosis 
with  ascites,  states  of  aldosterone  excess  with  normal  renal  function,  potassium-losing  nephropathy, 
and  with  certain  diarrheal  states. 

3 The  use  of  potassium  salts  in  patients  receiving  diuretics  for  uncomplicated  essential  hyperten- 
sion is  often  unnecessary  when  such  patients  have  a normal  dietary  pattern.  Serum  potassium 
should  be  checked  periodically,  however,  and  if  hypokalemia  occurs,  dietary  supplementation  with 
potassium-containing  foods  may  be  adequate  to  control  milder  cases.  In  more  severe  cases  sup- 
plementation with  potassium  salts  may  be  indicated 

CONTRAINDICATIONS:  Potassium  supplements  are  contraindicated  in  patients  with  hyperkalemia 
since  a further  increase  in  serum  potassium  concentration  in  such  patients  can  produce  cardiac 
arrest.  Hyperkalemia  may  complicate  any  of  the  following  conditions:  Chronic  renal  failure,  systemic 
acidosis  such  as  diabetic  acidosis,  acute  dehydration,  extensive  tissue  breakdown  as  in  severe  burns, 
adrenal  insufficiency,  or  the  administration  of  a potassium-sparing  diuretic  (e  g , spironolactone, 
triamterene). 

Wax-matrix  potassium  chloride  preparations  have  produced  esophageal  ulceration  in  certain  cardi- 
ac patients  with  esophageal  compression  due  to  enlarged  left  atrium. 

All  solid  dosage  forms  of  potassium  chloride  supplements  are  contraindicated  in  any  patient  in 
whom  there  is  cause  for  arrest  or  delay  in  tablet  passage  through  the  gastrointestinal  tract.  In  these 
instances,  potassium  supplementation  should  be  with  a liquid  preparation 
WARNINGS:  Hyperkalemia— In  patients  with  impaired  mechanisms  for  excreting  potassium,  the  ad- 
ministration of  potassium  salts  can  produce  hyperkalemia  and  cardiac  arrest.  This  occurs  most  com- 
monly in  patients  given  potassium  by  the  intravenous  route  but  may  also  occur  in  patients  given 
potassium  orally.  Potentially  fatal  hyperkalemia  can  develop  rapidly  and  be  asymptomatic.  The  use  of 
potassium  salts  in  patients  with  chronic  renal  disease,  or  any  other  condition  which  impairs  potas- 
sium excretion,  requires  particularly  careful  monitoring  of  the  serum  potassium  concentration  and 
appropriate  dosage  adjustment 

Interaction  with  Potassium  Sparing  Diuretics— Hypokalemia  should  not  be  treated  by  the  con- 
comitant administration  of  potassium  salts  and  a potassium-sparing  diuretic  (e.g. , spironolactone  or 
triamterene)  since  the  simultaneous  administration  of  these  agents  can  produce  severe  hyperkalemia. 

Gastrointestinal  Lesions— Potassium  chloride  tablets  have  produced  stenotic  and/or  ulcerative 
lesions  of  the  small  bowel  and  deaths.  These  lesions  are  caused  by  a high  localized  concentration  of 
potassium  ion  in  the  region  of  a rapidly  dissolving  tablet,  which  injures  the  bowel  wall  and  thereby 
produces  obstruction,  hemorrhage  or  perforation 

K-DUR  tablets  contain  micro-crystalloids  which  disperse  upon  disintegration  of  the  tablet.  These 
micro-crystalloids  are  formulated  to  provide  a controlled  release  of  potassium  chloride  The  dispersi- 
bility of  the  micro-crystalloids  and  the  controlled  release  of  ions  from  them  are  intended  to  minimize 
the  possibility  of  a high  local  concentration  near  the  gastrointestinal  mucosa  and  the  ability  of  the  KCI 
to  cause  stenosis  or  ulceration.  Other  means  of  accomplishing  this  (e  g , incorporation  of  potassium 
chloride  into  a wax  matrix)  have  reduced  the  frequency  of  such  lesions  to  less  than  one  per  100,000 
patient  years  (compared  to  40-50  per  100,000  patient  years  with  enteric-coated  potassium  chloride) 
but  have  not  eliminated  them.  The  frequency  of  Gl  lesions  with  K-DUR  tablets  is,  at  present, 
unknown  K-DUR  tablets  should  be  discontinued  immediately  and  the  possibility  of  bowel  obstruction 
or  perforation  considered  if  severe  vomiting,  abdominal  pain,  distention,  or  gastrointestinal  bleeding 
occurs 

Metabolic  Acidosis— Hypokalemia  in  patients  with  metabolic  acidosis  should  be  treated  with  an 
alkalinizing  potassium  salt  such  as  potassium  bicarbonate,  potassium  citrate,  potassium  acetate,  or 
potassium  gluconate. 

PRECAUTIONS:  The  diagnosis  of  potassium  depletion  is  ordinarily  made  by  demonstrating  hypokale- 
mia in  a patient  with  a clinical  history  suggesting  some  cause  for  potassium  depletion.  In  interpreting 
the  serum  potassium  level,  the  physician  should  bear  in  mind  that  acute  alkalosis  per  se  can  produce 
hypokalemia  in  the  absence  of  a deficit  in  total  body  potassium  while  acute  acidosis  per  se  can  in- 
crease the  serum  potassium  concentration  into  the  normal  range  even  in  the  presence  of  a reduced 
total  body  potassium  The  treatment  of  potassium  depletion,  particularly  in  the  presence  of  cardiac 
disease,  renal  disease,  or  acidosis  requires  careful  attention  to  acid-base  balance  and  appropriate 
monitoring  of  serum  electrolytes,  the  electrocardiogram,  and  the  clinical  status  of  the  patient 

Laboratory  Tests:  Regular  serum  potassium  determinations  are  recommended.  In  addition,  during 
the  treatment  of  potassium  depletion,  careful  attention  should  be  paid  to  acid-base  balance,  other 
serum  electrolyte  levels,  the  electrocardiogram,  and  the  clinical  status  of  the  patient,  particularly  in 
the  presence  of  cardiac  disease,  renal  disease,  or  acidosis. 

Drug  Interactions:  Potassium-sparing  diuretics;  see  WARNINGS. 

Carcinogenesis,  Mutagenesis,  Impairment  ot  Fertility:  Long-term  carcinogenicity  studies  in 
animals  have  not  been  performed. 

Pregnancy  Category  C:  Animal  reproduction  studies  have  not  been  conducted  with  K-DUR  It  is 
also  not  known  whether  K-DUR  can  cause  fetal  harm  when  administered  to  a pregnant  woman  or  can 
affect  reproduction  capacity.  K-DUR  should  be  given  to  a pregnant  woman  only  if  clearly  needed 

Nursing  Mothers:  The  normal  potassium  ion  content  of  human  milk  is  about  13  mEq  per  liter.  Since 
oral  potassium  becomes  part  of  the  body  potassium  pool,  so  long  as  body  potassium  is  not  exces- 
sive, the  contribution  of  potassium  chloride  supplementation  should  have  little  or  no  effect  on  the 
level  in  human  milk 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been  established. 

ADVERSE  REACTIONS:  One  of  the  most  severe  adverse  effects  is  hyperkalemia  (see  CONTRAINDICATIONS, 
WARNINGS,  and  OVERDOSAGE).  There  have  also  been  reports  of  upper  and  lower  gastrointestinal 
conditions  including  obstruction,  bleeding,  ulceration,  and  perforation  (see  CONTRAINDICATIONS 
and  WARNINGS);  other  factors  known  to  be  associated  with  such  conditions  were  present  in  many  of 
these  patients. 

The  most  common  adverse  reactions  to  oral  potassium  salts  are  nausea,  vomiting,  abdominal  dis- 
comfort. and  diarrhea  These  symptoms  are  due  to  irritation  of  the  gastrointestinal  tract  and  are  best 
managed  by  taking  the  dose  with  meals  or  reducing  the  dose 

Skin  rash  has  been  reported  rarely. 

OVERDOSAGE:  The  administration  of  oral  potassium  salts  to  persons  with  normal  excretory  mecha- 
nisms tor  potassium  rarely  causes  serious  hyperkalemia.  However,  if  excretory  mechanisms  are  im- 
paired or  it  potassium  is  administered  too  rapidly  intravenously,  potentially  fatal  hyperkalemia  can 
result  (see  CONTRAINDICATIONS  and  WARNINGS).  It  is  important  to  recognize  that  hyperkalemia  is 
usually  asymptomatic  and  may  be  manifested  only  by  an  increased  serum  potassium  concentration 
and  characteristic  electrocardiographic  changes  (peaking  of  T-waves,  loss  of  P-waves,  depression  of 
S-T  segment,  and  prolongation  of  the  OT-interval).  Late  manifestations  include  muscle-paralysis  and 
cardiovascular  collapse  from  cardiac  arrest. 

Treatment  measures  for  hyperkalemia  include  the  following: 

1 Elimination  of  foods  and  medications  containing  potassium  and  of  potassium-sparing  diuretics. 

2 Intravenous  administration  of  300  to  500  ml/hr  of  10%  dextrose  solution  containing  10-20  units 
of  insulin  per  1,000  ml 

3 Correction  of  acidosis,  if  present,  with  intravenous  sodium  bicarbonate. 

4 Use  of  exchange  resins,  hemodialysis,  or  peritoneal  dialysis. 

In  treating  hyperkalemia,  it  should  be  recalled  that  in  patients  who  have  been  stabilized  on 
digitalis,  too  rapid  a lowering  of  the  serum  potassium  concentration  can  produce  digitalis  toxicity. 
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Loren  H.  Amundson,  M.D.,  Sioux  Falls,  was  ap- 
pointed to  represent  the  American  Academy  of  Fami- 
ly Physicians  on  the  Residency  Review  Committee  for 
Family  Practice.  The  committee  reviews  and  acts  upon 
all  family  practice  residency  programs. 

* * * * 

Gary  Bochna,  M.D.,  Rapid  City,  and  Jeffrey  Murray, 
M.D.,  Sioux  Falls,  have  both  passed  their  board  exams 
and  are  now  diplomates  in  the  subspecialty  of 
gastroenterology  of  the  American  Board  of  Internal 
Medicine. 

* * * * 

Sioux  Falls  psychiatrist,  Dr.  Daniel  Kennedy, 
received  a U.S.  Department  of  Defense  certification  of 
appreciation  for  his  support  of  the  National  Guard. 
The  730th  Medical  Company  of  Vermillion  and  Win- 
ner presented  the  award  on  behalf  of  the  National  Com- 
mittee for  Employee  Support  of  the  Guard  Reserve. 

* * * * 

Yankton  physician,  Dr.  David  Smith,  has  been  ap- 
pointed to  membership  on  the  Board  of  Directors  of 
the  American  Medical  Directors  Association,  a group 
that  represents  medical  directors  of  nursing  homes  and 
other  long-term  care  facilities.  Dr.  Smith  is  an  associate 
professor  of  Family  Medicine  at  USD  School  of 
Medicine,  and  also  chief  of  medicine  for  the  South 
Dakota  Human  Services  Center. 

* * * * 

Parry  Nelson,  M.D.,  of  Watertown,  has  completed 
continuing  Education  requirements  to  retain  active 
membership  in  the  American  Academy  of  Family 
Physicians. 


* * * * 

The  American  Board  of  Family  Practice  announces 
the  recertification  of  Stephan  Schroeder,  M.D.,  as  a 
diplomate  for  1988-1994. 


Socioeconomics 


Greetings  From  The  Socialist 
Republic  of  Massachusetts 

The  following  remarks  by  J.  J.  Siragusa,  Jr.,  M.D., 
President  of  the  Massachusetts  Medical  Society,  were 
presented  to  those  attending  the  1987  AMA  Interim 
Meeting  in  Atlanta,  Georgia.  Massachusetts  is  the 
first  state  which  legislatively  mandated  that 
physicians  licensed  in  the  state  must  be  "participating" 
physicians  in  the  Medicare  program. 

You  are  expecting  me  to  talk  to  you  about  our 
troubles  in  Massachusetts.  But  really  I am  going 
to  talk  to  you  about  your  troubles.  Coming  from  Mas- 
sachusetts, I am  eminently  well  qualified  to  use  our  state 
as  an  example  of  what  will  happen  to  you  if  you  don’t 
do  your  work. 

When  most  of  us  graduated  from  medical  school  we 
were  taught  that  our  only  responsibility  was  to  provide 
good  quality  patient  care  and  that,  if  we  did  that,  all 
other  good  things  would  come  to  us.  We  would  be  well 
respected  members  of  our  community  and  we  would  be 
unquestionably  financially  secure. 

Times  have  changed  and  we  now  must  realize  that 
nowadays  it  takes  more  than  that  to  be  a good  doctor. 
We  have  now  two  responsibilities;  the  first  is  to  provide 
quality  patient  care,  the  second  is  to  be  our  patients’  ad- 
vocates. If  we  do  not  actively  pursue  that  responsibility 
government  will  not  only  do  it  for  us  but  to  us. 

We  are  now  living  in  a land  that  provides  the  best 
medical  care  in  the  world  and  yet  our  methods  of 
delivering  that  care  are  sometimes  not  responsive. 
Over  30  million  Americans  are  underinsured  and  there- 
fore have  inadequate  access  to  our  health  care  system. 
Yet  at  the  same  time  all  of  our  citizens  as  taxpayers  are 
subsidizing  the  care  of  well  over  30  million  Americans 
who  do  not  need  that  subsidy. 

If  you  as  your  patients’  advocates  do  not  actively  do 
something  to  eliminate  those  paradoxes  in  our  system 
you  will  have  troubles  that  are  worse  than  Mas- 
sachusetts ever  thought  of. 

A few  weeks  ago,  I attended  the  interim  meeting  of 
the  AMA  and  met  with  your  delegation.  I would  make 
two  suggestions  to  you.  Don’t  spend  your  political 
energies  with  the  primary  motivation  of  protecting 
physicians.  Rather  spend  them  being  your  patients’  ad- 
vocates. I do  not  say  that  to  you  because,  like  many  of 
my  fellow  citizens  in  Massachusetts,  I am  a socialist 
idealist.  No,  it  is  because,  as  I have  observed  the  health 
care  system  from  my  vantage  point  on  Beacon  Hill,  I 
have  come  to  learn  that  in  formulating  our  health  care 
system,  when  it  is  apparent  to  the  consumers  of  health 


care  that  our  prime  motivation  is  the  legitimate  needs 
of  our  patients,  they  will  be  sensitive  to  our  legitimate 
needs,  and  so  will  their  legislators. 

There  are  three  evils  in  this  country  of  ours  with  which 
we  must  deal  and  they  are:  Medicare,  Blue  Shield  and 
the  third  evil,  not  yet  apparent,  but  the  root  of  that  evil 
is  our  underinsured  population.  If  we  do  not  actively 
respond  to  the  very  legitimate  needs  of  our  underin- 
sured the  government  will  do  it  for  us  and  we  will  have 
passively  created  our  third  evil. 

Now  let  me  turn  to  Massachusetts  to  give  you  some 
examples  that  will  prove  my  point.  That  will  prove  that 
any  of  the  problems  we  have  in  our  medical  system  in 
Massachusetts  are  our  own  fault.  A big  problem  is  our 
Blue  Shield  Program.  It  is  particularly  incongruous  be- 
cause it  represents  a program  that  we  created  in  an  ef- 
fort to  be  our  patients’  advocates.  We  lost  control  of  it 
and  now  we  have  the  worst  system  in  the  country. 

In  most  of  our  states  the  hospital  associations  and  the 
medical  societies  created  Blue  Cross/Blue  Shield  with 
the  lofty  purpose  of  providing  affordable  health  care  to 
the  masses.  This  was  a commendable  and  mag- 
nanimous undertaking.  Today  we  are  supporting  the 
creation  of  relative  value  scales  which  if  we  are  not  care- 
ful will  come  back  and  haunt  us.  We  are  doing  this  now 
as  an  alternative  to  DRG’s. 

In  Massachusetts  we  did  a peculiarly  good  job  of  es- 
tablishing our  Blue  Shield  system.  Not  long  ago  we  had 
complete  control  of  the  system.  We  voluntarily  estab- 
lished policies  and  enabling  legislation  which  required 
that  we  not  balance  bill  our  patients.  Even  worse,  we 
supported  legislation  that  prohibited  Blue  Shield  from 
reimbursing  our  patients  for  the  services  of  non-par- 
ticipating physicians. 

We  ourselves  created  the  Blue  Shield  lock-in  and 
lock-out  of  which  we  so  bitterly  complain  today. 

Now  Medicare  is  another  story.  We  all  share  the  guilt 
for  a Medicare  program  that  is  ridiculous.  The 
program  subsidizes  the  health  care  of  a large  percent- 
age of  our  elderly  who  do  not  need  our  help  and  at  the 
same  time  our  elderly  of  limited  financial  resources  are 
paying  more  out  of  pocket  in  real  dollars  than  they  paid 
before  the  Medicare  program  was  instituted. 

Why  did  this  happen?  Twenty-five  years  ago  our 
American  people  and  their  legislators  recognized  a 
very  real  problem;  namely  the  affordability  and 
availability  of  health  care  to  our  elder  citizens.  Unfor- 
tunately, organized  medicine  at  that  time  took  an  en- 
tirely reactionary  approach.  They  tried  to  deny  the  ex- 
istence of  the  problem  and  left  it  to  Congress  to  design 
a Medicare  program  which  has  not  served  our  elder 
citizens  well  and  about  which  we  continually  complain. 


MAY  1988 


39 


In  recent  years  the  Medicare  program  has  become 
even  less  effective  because  two  strange  things  have  hap- 
pened. On  the  one  hand  a large  segment  of  the 
Medicare  population  is  less  able  to  afford  health  care 
than  they  were  in  the  past  and  at  the  same  time  a large 
segment  of  the  Medicare  population  have  become  con- 
siderably more  affluent  due  to  retirement  funds  and  in- 
vestments. 

Recognizing  that  paradox,  organized  medicine 
should  have  stepped  forward  and  met  with  our  elderly 
patients  and  said  you  have  a problem.  We  want  to  work 
with  you  to  correct  that  problem.  Instead,  in  Mas- 
sachusetts we  closed  our  eyes  to  the  problem.  Our 
legislators  attempted  to  solve  the  problem  and  have  in- 
itiated a ridiculous  and  counter-productive  law  called 
Chapter  475  which  requires  the  acceptance  of 
Medicare  assignment  for  services  to  all  Medicare 
recipients.  And  you  know  what?  It  is  our  own  fault. 

We  lost  control  of  our  PRO  in  Massachusetts.  In 
retrospect,  it  was  clearly  a serious  error.  When  com- 
bined with  the  loss  of  control  of  Blue  Shield  it  became 
a disaster.  I urge  you  to  take  an  active  interest  in  these 
organizations.  Resist  efforts  to  wrest  control  of  them 
from  your  capable  hands.  Accept  this  advice  from  one 
who  has  been  there  — or  rather  is  there. 

Ladies  and  gentlemen,  take  it  from  a physician  who 
comes  from  the  cradle  of  liberty,  if  we  actively  pursue 
the  responsibility  of  being  our  patients’  advocates  we 
can  be  part  of  formulating  health  care  systems  that  will 
be  beneficial  to  all  and  in  which  we  can  get  back  to  the 
serious  business  of  providing  the  best  medical  care  the 
world  has  ever  known. 

J.  J.  Siragusa,  Jr.,  M.D. 

President,  Massachusetts  Medical  Association 

He  H:  % ❖ sfc 


From  AMA  Headlines 

Both  houses  of  the  Massachusetts  legislature  have 
passed  versions  of  a mandated  universal  health  in- 
surance measure  which  would  require  employers  to 
provide  a basic  package  of  health  benefits  to  their 
employees....  Mandated  Medicare  assignment  bills 
were  recently  rejected  by  legislative  committees  in 
Iowa,  Maryland  and  Minnesota.  Earlier  this  year,  man- 
datory assignment  legislation  in  Colorado  and  Indiana 
was  similarly  defeated,  while  bills  remain  pending  in 
Florida,  Maine,  Mississippi,  New  York  and  Ohio. 


Malpractice  Claims  Seen  Rising 

The  cost  of  medical  malpractice  claims  (in  New 
York)  keeps  spiraling  upward  despite  tort  reform 
laws  adopted  in  1985  and  1986,  the  Medical  Society  of 
the  State  of  New  York  reports. 


Among  the  examples  cited  that  have  occurred  since 
the  1985  and  1986  reforms  were: 

Total  Costs  of  claims  paid  by  medical  liability  in- 
surance companies  in  New  York  has  risen  53%. 

The  number  of  claims  paid  increased  by  17%. 

The  average  cost  per  claims  went  from  $132,641  in 
1984  to  $173,293  in  1986,  a two-year  increase  of  31%. 

The  number  of  claims  paid  doubled  from  655  in  1976 
to  1,335  in  1986,  while  the  total  cost  of  payments  in  these 
cases  experienced  a nearly  ninefold  increase  from 
23,560,000  in  1976  to  231,346,000  in  1986. 


Copyright  1988  American  Medical  News.  Reprinted  by  per 
mission. 
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“First  a Friend- 
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"Friends 
Don't  Let 
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Drink  and  Drive" 

Drinking  and  Drugged  Driving 
Awareness  Week 
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Child's  Play 
Is  Not 
Enough. 


Surveys  indicate  that  many 
parents  overestimate  the 
physical  fitness  of  their  children 
because  they  appear  so  active. 
The  fact  is,  to  be  physically  fit, 
children  need  one  to  two  hours 
of  vigorous  exercise  each  day. 

What  can  you  do  to  ensure 
that  your  children  get  enough 
exercise?  Try  the  following: 

■ Discuss  yourchild's  overall 
physical  fitness  with  your 
school's  Physical  Education 
teacher. 

■ Make  a conscious  effort 
to  monitor  the  type  and 
amount  of  exercise  your 
child  gets  both  in  and  out 
of  school. 

■ Be  aware  of  your  child's 
weight  in  comparison  to  medi- 
cally accepted  norms  for  his  or 
her  age  and  size. 

With  the  right  amount  of 
daily  exercise,  teenagers 
and  children  of  all  ages  will 
get  the  mostfrom  school . . . 
and  play. 

For  more  information,  write  to.- 
Fitness,  Dept.  84, 

Washington, 

DC20001.  tJJ 

The  President's 
Council  on 
Physical  Fitness 
and  Sports 


YOCON’ 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees 
Also  In  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone. 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it:  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon”  is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications:  Renal  diseases,  and  patient’s  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications. 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  Including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug  12  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.1-3 
Dosage  and  Administration:  Experimental  dosage  reported  In  treatment  of 
erectile  impotence,1'3-4  1 tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  '/2  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks.3 
How  Supplied:  Oral  tablets  of  Yocon"  1/12  gr.  5.4  mg  in 
bottles  of  100's  NDC  53159-001-01  and  1000  s NDC 
53159-001-10. 

References: 
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AVAILABLE  EXCLUSIVELY  FROM 


PALISADES 

PHARMACEUTICALS,  INC. 

219  County  Road 
Tenafly,  New  Jersey  07670 

(201) 569-8502 
Outside  NJ  1-800-237-9083 
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Future  Meetings 


June 

PERINATAL  INFECTIONS,  Marriot  Hotel,  Omaha,  NE, 
June  3-4.  Contact:  Maureen  McGinley,  CME,  Creighton 
Univ.  School  of  Med.,  Omaha,  NE  68178.  Phone:  (402)  280- 

2550. 


LASER  SURGERY  IN  OTOLARYNGOLOGY  AND  PUL- 
MONARY MEDICINE,  U. of  Minn.,  Minneapolis,  MN,  Aug. 
26-27.  Contact:  CME,  U.  of  Minn.,  Box  202  UMHC,  420 
Delaware  St.,  SE,  Minneapolis,  MN  55455.  Phone:  (612) 
626-5525. 

November 


SIXTH  ANNUAL  MAURICE  E.  GRIER  SYMPOSIUM, 
Marriott  Hotel,  Omaha,  NE,  June  11.  Contact:  Maureen 
McGinley,  CME,  Creighton  Univ.  School  of  Med.,  Omaha, 
NE  68178.  Phone:  (402)  280-2550. 

FIFTY-SECOND  ANNUAL  SURGERY  COURSE: 
PROGRESS  IN  GASTROINTESTINAL  SURGERY,  Willey 
Hall,  U.  of  Minn.,  Minneapolis,  MN,  June  15-18.  Contact: 
CME,  U.  of  Minn.,  Box  202  UMHC,  420  Delaware,  St,SE, 
Minneapolis,  MN  55455.  Phone:  (612)  626-5525. 

TOPICS  AND  ADVANCES  IN  PEDIATRICS,  Radisson 
Univ.  Hotel,  Minneapolis,  MN,  June  20-22.  Contact:  CME, 
U.  of  Minn.,  Box  202  UMHC,  420  Delaware  St.,  SE,  Min- 
neapolis, MN  55455.  Phone:  (612)  626-5525. 

FIRST  INTERNATIONAL  SYMPOSIUM  ON  ORBITAL 
PLASTIC  SURGERY,  St.  Francis  Hotel,  San  Francisco,  CA, 
June  20-23.  Fee:  $675.  25  hrs.  AMA  Category  I credit.  Con- 
tact: Edward  Withers,  MD,  Chairman,  PSEF  Clinical 
Symp.  Comm.,  PSEF  Exec.  Office,  233  N.  Michigan  Ave., 
#1900,  Chicago,  IL  60601. 

July 

SURGERY  FOR  THE  PRIMARY  CARE  PHYSICIAN, 
Grand  View  Lodge,  Brainerd,  MN,  July  8-10.  Contact: 
CME,  U.  of  Minn.,  Box  202  UMHC,  420  Delaware  St.,  SE, 
Minneapolis,  MN  55455.  Phone:  (612)  626-5525. 

LASER  SURGERY  IN  GYNECOLOGY,  U.  of  Minn.,  Min- 
neapolis, MN,  July  15-16.  Contact:  CME,  U.  of  Minn.,  Box 
202  UMHC,  420  Delaware  St.,  SE,  Minneapolis,  MN  55455. 
Phone:  (612)  626-5525. 

August 

TEACHING  GERIATRIC  MEDICINE,  U.  of  Minn.,  Min- 
neapolis, MN,  Aug.  25-27.  Contact:  CME,  U.  of  Minn.,  Box 
202  UMHC,  420  Delaware  St.,  SE,  Minneapolis,  MN  55455. 
Phone:  (612)  626-5525. 


FIFTY-SIXTH  ANNUAL  POSTGRADUATE  ASSEMBLY, 
Red  Lion  Inn,  Omaha,  NE,  Nov.  3-5.  Contact:  Lorraine 
Seibel,  Exec.  Sec.,  Omaha  Mid-West  Clinical  Society,  7363 
Pacific  St.,  #205-B,  Omaha,  NE  68114.  Phone:  (402)  397- 
1443. 


USD  SCHOOL  OF  MEDICINE  INTERDISCIPLINARY 
CONFERENCES  are  held  on  the  3rd  Saturday  of  each 
month,  from  10:00  a. m. -12:00  noon.  These  conferences 
originate  at  the  School  of  Medicine  in  Sioux  Falls  and  are 
videotaped  to  each  School  of  Medicine  location  in  the 


The  Eleventh  Annual 
Black  Hills  Seminar 

The  Eleventh  Annual  Black  Hills 
Seminar  on  Advances  in  Clinical  Pe- 
diatrics — June  22,  23  and  24,  1988, 
at  Sylvan  Lake  Resort,  Custer,  South 
Dakota,  sponsored  by  the  Department 
of  Pediatrics  and  Adolescent  Medicine, 
University  of  South  Dakota  School  of 
Medicine.  Guest  faculty  includes:  Drs. 
James  W.  Bass,  Charles  D.  Bluestone, 
Allen  Erenberg,  Gerald  S.  Golden  and 
Christopher  Green.  For  complete  con- 
ference information,  contact: 

Lawrence  R.  Wellman,  M.D. 

CME  Program  Coordinator 
USD  School  of  Medicine 
1100  S.  Euclid,  P.O.  Box  5039 
Sioux  Falls,  SD  57117-5039 
605-333-7178 
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Before  prescribing,  see  complete  prescribing 
information  in  SK&F  LAB  CO.  literature  or  PDR. 
The  following  is  a brief  summary. 
Contraindications:  There  are  no  known  contraindi- 
cations to  the  use  of  Tagamet'. 

Precautions:  While  a weak  antiandrogenic  effect 
has  been  demonstrated  in  animals,  Tagamet ' has 
been  shown  to  have  no  effect  on  spermatogenesis, 
sperm  count,  rr\otlllty,  morphology  or  in  vitro  fertiliz- 
ing capacity  in  humans. 

in  a 24-month  toxicity  study  in  rats  at  dose  levels  ap- 
proximately 9 to  56  times  the  recommended  human 
dose,  benign  Ley  dig  cell  tumors  were  seen.  These 
were  common  in  both  the  treated  and  control 
groups,  and  the  incidence  became  significantly 
higher  only  in  the  aged  rats  receiving  Tagamet 
Rare  instances  of  cardiac  arrhythmias  and  hypoten- 
sion have  been  reported  following  the  rapid  admin- 
istration of  Tagamet'  HCI  (brand  of  cimetidine  hy- 
drochloride) Injection  by  intravenous  bolus. 
Symptomatic  response  to  Tagamet'  therapy  does 
not  preclude  the  presence  of  a gastric  malignancy. 
There  have  been  rare  reports  of  transient  healing  of 
gastric  ulcers  despite  subsequently  documented  ma- 
lignancy. 

Reversible  confusional  states  have  been  reported  on 
occasion,  predominantly  in  severely  Hi  patients. 
Tagamet'  has  been  reported  to  reduce  the  hepatic 
metabolism  of  warfarin-type  anticoagulants,  pheny- 
toin,  propranolol,  chlordiazepoxide,  diazepam,  iido- 
caine,  theophylline  and  metronidazole.  Clinically  sig- 
nificant effects  have  been  reported  with  the 
warfarin  anticoagulants ; therefore,  dose  monitor- 
ing of  prothrombin  time  is  recommended,  and  ad- 
justment of  the  anticoagulant  dose  may  be  neces- 
sary when  Tagamet'  is  administered  concomitantly. 
Interaction  with  phenytoin,  lidocaine  and  theophyl- 
line has  also  been  reported  to  produce  adverse  clini- 
cal effects. 

However,  a crossover  study  in  healthy  subjects  re- 
ceiving either  Tagamet'  300  mg.  q.i.d.  or  800  mg. 
h.s.  concomitantly  with  a 300  mg.  b.i.d.  dosage  of 
theophylline  (Theo-Dur®,  Key  Pharmaceuticals,  Inc./, 


demonstrated  less  alteration  in  steady-state  theo- 
phylline peak  serum  levels  with  the  800  mg.  h.s.  regi- 
men, particularly  in  subjects  aged  54  years  and  older. 
Data  beyond  ten  days  are  not  available.  (Note:  AH 
patients  receiving  theophylline  should  be  monitored 
appropriately,  regardless  of  concomitant  drug  ther- 
apy.) 

Lack  of  experience  to  date  precludes  recommending 
Tagamet ’ for  use  in  pregnant  patients,  women  of 
childbearing  potential,  nursing  mothers  or  children 
under  16  unless  anticipated  benefits  outweigh  po- 
tential risks;  generally,  nursing  should  not  be  under- 
taken in  patients  taking  the  drug  since  cimetidine  Is 
secreted  In  human  milk. 

Adverse  Reactions:  Diarrhea,  dizziness,  somno- 
lence, headache,  rash.  Reversible  arthralgia,  myalgia 
and  exacerbation  of  joint  symptoms  in  patients  with 
preexisting  arthritis  have  been  reported.  Reversible 
confusional  states  (e.g.,  mental  confusion,  agitation, 
psychosis,  depression,  anxiety,  hallucinations,  disori- 
entation), predominantly  in  severely  III  patients, 
have  been  reported.  Gynecomastia  and  reversible 
impotence  in  patients  with  pathological  hypersecre- 
tory disorders  receiving  Tagamet’,  particularly  In 
high  doses,  for  at  least  12  months,  have  been  re- 
ported. Reversible  alopecia  has  been  reported  very 
rarely.  Decreased  white  blood  cell  counts  in 
Tagamet  -treated  patients  / approximately  I per 
100,000  patients!.  Including  agranulocytosis  / ap- 
proximately 3 per  million  patients),  have  been  re- 
ported, including  a few  reports  of  recurrence  on  re- 
challenge.  Most  of  these  reports  were  in  patients 
who  had  serious  concomitant  illnesses  and  received 
drugs  and/or  treatment  known  to  produce  neutrope- 
nia. Thrombocytopenia  /approximately  3 per  million 
patients)  and  a few  cases  of  aplastic  anemia  have 
also  been  reported.  Increased  serum  transaminase 
and  creatinine,  as  well  as  rare  cases  of  fever,  intersti- 
tial nephritis,  urinary  retention,  pancreatitis  and  al- 
lergic reactions,  including  hypersensitivity  vascu- 
litis, have  been  reported.  Reversible  adverse  hepatic 
effects,  cholestatic  or  mixed  cholestatic- 
hepatocellular  in  nature,  have  been  reported  rarely. 
Because  of  the  predominance  of  cholestatic  features, 
severe  parenchymal  injury  is  considered  highly  un- 


likely. A single  case  of  biopsy-proven  periportal 
hepatic  fibrosis  in  a patient  receiving  Tagamet’  has 
been  reported. 

How  Supplied:  Tablets:  200  mg.  tablets  In  bottles 
of  100;  300  mg.  tablets  In  bottles  of  100  and  Single 
Unit  Packages  of  1 00  /Intended  for  institutional  use 
only/;  400  mg.  tablets  In  bottles  of  60  and  Single 
Unit  Packages  of  tOO  /Intended  for  Institutional  use 
only),  and  BOO  mg.  TlltabP  tablets  In  bottles  of  30 
and  Single  Unit  Packages  of  100  /intended  for  Insti- 
tutional use  only). 

Liquid:  300  mg,/5  ml,,  in  8 fi.  oz.  /237  mi.)  amber 
glass  bottles  and  In  single-dose  units  /300  mg./S  mi.), 
in  packages  of  10  /intended  for  Institutional  use 
only). 

injection: 

Vials:  300  mg./2  mi.  in  single-dose  vials,  In  packages 
of  10  and  30,  and  In  8 mi.  multiple-dose  vials.  In 
packages  of  10  and  2S. 

Prefilled  Syringes:  300  mg. 12  ml.  in  single-dose  pre- 
filled disposable  syringes. 

Plastic  Containers:  300  mg.  in  SO  mi.  of  0.9%  So- 
dium Chloride  in  single-dose  plastic  containers,  in 
packages  of  4 units.  No  preservative  has  been 
added. 

ADD-Vantage ®*  Vials:  300  mg./2  mi.  in  single-dose . 
ADD-Vantage ® Vials,  in  packages  of  25. 

Exposure  of  the  premixed  product  to  excessive  heat 
should  be  avoided.  It  Is  recommended  the  product  be 
stored  at  controlled  room  temperature.  Brief  expo- 
sure up  to  40  °C  does  not  adversely  affect  the  pre- 
mixed product. 

Tagamet  ’ HCI  /brand  of  cimetidine  hydrochloride)  in- 
jection premixed  in  single-dose  plastic  containers  is 
manufactured  for  SK&F  Lab  Co.  by  Travenol  Labora- 
tories, Inc.,  Deerfield,  IL  6001 5. 

* ADD-Vantage9 is  a trademark  of  Abbott  Laboratories. 
BRS-TG:L73B  Date  of  issuance  Apr.  1987 

SK&F  LAB  CO. 

Cidra,  P.R.  00639 
©SK&F Lab  Co.,  1988 


In  peptic  ulcer: 

RELIEF 

REASSURANCE 

REWARD 


We  need 
someone 
with  the 
confidence 
of  a surgeon, 
the  dedication 
of  a 

marathoner 
andthe 
courage  of 

an  explorer. 

We  need  someone  to 
fill  a unique  job  opening. 

Someone  to  spend 
two  years  in  another 
country.  To  live  and  work 
in  another  culture.  To 
learn  a new  language  and 
acquire  new  skills. 

We  need  someone 
who  wants  to  help  im- 
prove other  people’s  lives. 
Who’s  anxious  to  build 
lasting  friendships.  To 
gain  memories  and  expe- 
rience that  will  last  a 
lifetime.  And  a sense  of 
fulfillment  few  jobs  can 
match. 

We  need  a Peace  Corps 
volunteer.  Interested? 

The  first  step  is  easy. 

Call  1-800-424-8580, 

Ext.  93. 

Peace  Corps. 

The  toughest  job  you’ll  ever  love. 


FORGET 

ROCHE 


EDUCATION 


NOT 


Roche  Medication  Education 
Booklets  supplement  your  instruc- 
tions to  patients.  So  forget  ME  not. 
The  Limbitrol®  (chloradiazepoxide 
and  amitriptyline  HCl/Roche)C 
booklet  is  part  of  The  Roche 
Medication  Education  Program. 

This  important  program  helps  your 
patients  remember  and  understand: 

• What  the  medication  is  and 
why  they  are  taking  it 

• The  importance  of  staying 
with  the  prescribed  course  of 
treatment 

• What  foods  and  drinks  to  avoid 

• Possible  side  effects 

For  a free  supply  of  Limbitrol 
booklets,  complete  the 
coupon  below  and  mail  it  to: 
Professional  Services  Department, 
Roche  Laboratories,  a division 
of  Hoffmann-La  Roche  Inc., 

340  Kingsland  Street,  Nutley, 

New  Jersey  07110-1199 


NAME 


STREET ADDRESS 


CITY  STATE  ZIP 

Roche  Laboratories 

#!hTh!i^  a division  of  Hoffmann-La  Roche  Inc. 


PLANDEX  35201 


In  moderate  depression  and  anxiety 


74%  of  patients  experienced  improved  sleep 
after  the  first  h.  s.  dose 1 

First-week  improvement  in  somatic  symptoms1 

50%  greater  improvement  with  Limbitrol  in 
the  first  week  than  with  amitriptyline  alone2 


Protea  Your  Prescribing  Decision: 
Specify  “Do  not  substitute.” 


limbitror 

Each  tablet  contains  5 mg  chlordiazepoxide  and  /j rr 
12.5  mg  amitriptyline  (as  the  hydrochloride  salt)  VJC 


Each  tablet  contains  10  mg  chlordiazepoxide  and  /Gj- 
25  mg  amitriptyline  (as  the  hydrochloride  salt)  vJC 


BM 


References:  1.  Data  on  file,  Hoffmann-La  Roche  Inc.,  Nutley,  N],  2.  Feighner  VP, 
et  ah  Psychopharmacology  <57 .- 2 1 7- 2 2 5 , Mar  2 2 , 1 9 79 . 


Limbitrol®® 

Tranquilizer— Antidepressant 

Before  prescribing,  please  consult  complete  product  information,  a summary  of  which 
follows: 

Contraindications:  Known  hypersensitivity  to  benzodiazepines  or  tricyclic  antidepressants; 
concomitant  use  with  MAOIs  or  within  14  days  of  monoamine  oxidase  inhibitors  (then  initiate 
cautiously,  gradually  increasing  dosage  until  optimal  response  is  achieved) ; dunng  acute  recovery 
phase  following  myocardial  infarction. 

Warnings:  Use  with  caution  in  patients  with  history  of  urinary  retention  or  angle-closure  glau- 
coma. Severe  constipation  may  occur  when  used  with  anticholinergics.  Closely  supervise  cardio- 
vascular patients.  Arrhythmias,  sinus  tachycardia,  prolongation  of  conduction  time,  myocardial 
infarction  and  stroke  reported  with  tricyclic  antidepressants,  especially  in  high  doses.  Caution 
patients  about  possible  combined  effects  with  alcohol  and  other  CNS  depressants  and  against 
hazardous  occupations  requiring  complete  mental  alertness  ( e.g ..  operating  machinery,  driving) . 
Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  the  first  trimester 
should  almost  always  be  avoided  because  of  increased  risk  of  congenital  mal- 
formations. Consider  possibility  of  pregnancy  when  instituting  therapy. 

Withdrawal  symptoms  of  the  barbiturate  type  have  occurred  after  discontinuation  of  benzodiaze- 
pines (see  Drug  Abuse  and  Dependence). 

Precautions:  Use  cautiously  in  patients  with  a history  of  seizures,  in  hyperthyroid  patients, 
those  on  thyroid  medication,  patients  with  impaired  renal  or  hepatic  function.  Because  of  suicidal 
ideation  in  depressed  patients,  do  not  permit  easy  access  to  large  quantities  of  drug.  Periodic  liver 
function  tests  and  blood  counts  recommended  during  prolonged  treatment.  Amitriptyline  may 
block  action  of  guanethidine  or  similar  antihypertensives.  When  tricyclic  antidepressants  are 
used  concomitantly  with  cimetidine  (Tfigamet) , clinically  significant  effects  have  been  reported 
involving  delayed  elimination  and  increasing  steady  - state  concentrations  of  the  tricyclic  drugs. 
Use  of  Limbitrol  with  other  psychotropic  drugs  has  not  been  evaluated;  sedative  effects  may  be 
additive.  Discontinue  several  days  before  surgery.  Limit  concomitant  administration  of  ECT  to 
essential  treatment.  See  Warnings  for  precautions  about  pregnancy.  Should  not  be  taken  during 
the  nursing  period  or  by  children  under  12.  In  elderly  and  debilitated,  limit  to  smallest  effective 
dosage  to  preclude  ataxia,  oversedation,  confusion  or  anticholinergic  effects.  Inform  patients  to 
consult  physician  before  increasing  dose  or  abruptly  discontinuing  this  drug. 


Adverse  Reactions:  Most  frequent:  drowsiness,  dry  mouth,  constipation,  blurred  vision,  dizzi- 
ness, bloating.  Less  frequent:  vivid  dreams,  impotence,  tremor,  confusion,  nasal  congestion. 
Rare:  granulocytopenia,  jaundice,  hepatic  dysfunction.  Others:  many  symptoms  associated  with 
depression  including  anorexia,  fatigue,  weakness,  restlessness,  lethargy. 

Adverse  reactions  not  reported  with  Limbitrol  but  reported  with  one  or  both  components  or 
closely  related  drugs:  Cardiovascular:  Hypotension,  hypertension,  tachycardia,  palpitations, 
myocardial  infarction,  arrhythmias,  heart  block,  stroke.  Psychiatric:  Euphoria,  apprehension, 
poor  concentration,  delusions,  hallucinations,  hypomania,  increased  or  decreased  libido.  Neuro- 
logic: Incoordination,  ataxia,  numbness,  tingling  and  paresthesias  of  the  extremities,  extra- 
pyramidal  symptoms,  syncope,  changes  in  EEG  patterns.  Anticholinergic:  Disturbance  of 
accommodation,  paralytic  ileus,  urinary  retention,  dilatation  of  urinary  tract.  Allergic:  Skin  rash, 
urticaria,  photosensitization,  edema  of  face  and  tongue,  pruritus.  Hematologic:  Bone  marrow 
depression  including  agranulocytosis,  eosinophilia,  purpura,  thrombocytopenia.  Gastrointesti- 
nal: Nausea,  epigastric  distress,  vomiting,  anorexia,  stomatitis,  peculiar  taste,  diarrhea,  black 
tongue.  Endocrine:  Tfesticular  swelling,  gynecomastia  in  the  male,  breast  enlargement,  galactor- 
rhea and  minor  menstrual  irregularities  in  the  female,  elevation  and  lowering  of  blood  sugar 
levels,  and  syndrome  of  inappropriate  ADH  (antidiuretic  hormone)  secretion.  Other.  Headache, 
weight  gain  or  loss,  increased  perspiration,  urinary  frequency,  mydriasis,  jaundice,  alopecia, 
parotid  swelling. 

Drug  Abuse  and  Dependence:  Withdrawal  symptoms  similar  to  those  noted  with  barbiturates 
and  alcohol  have  occurred  following  abrupt  discontinuance  of  chlordiazepoxide;  more  severe 
seen  after  excessive  doses  over  extended  periods;  milder  after  taking  continuously  at  therapeutic 
levels  for  several  months.  Withdrawal  symptoms  also  reported  with  abrupt  amitriptyline  discon- 
tinuation. Therefore,  after  extended  therapy,  avoid  abrupt  discontinuation  and  taper  dosage. 
Carefully  supervise  addiction-prone  individuals  because  of  predisposition  to  habituation  and 
dependence. 

Overdosage:  Immediately  hospitalize  patient.  Heat  symptomatically  and  supportively. 

I.V.  administration  of  1 to  3 mg  physostigmine  salicylate  may  reverse  symptoms  of  amitriptyline 
poisoning.  See  complete  product  information  for  manifestation  and  treatment. 

How  Supplied:  Double  strength  (DS)  Tablets,  white,  film-coated,  each  containing  10  mg 
chlordiazepoxide  and  25  mg  amitriptyline  (as  the  hydrochloride  salt) , and  7 Tablets,  blue,  film- 
coated,  each  containing  5 mg  chlordiazepoxide  and  12.5  mg  amitriptyline  (as  the  hydrochloride 
salt)— bottles  of  100  and  500;  Tfel-E-Dose®  packages  of  100;  Prescription  Paks  of  50. 

ROCHE  PRODUCTS  INC. 

Manati,  Puerto  Rico  00701 


In  the  depressed  and  anxious  patient 

See  Improvement  InThe  First  Week! 

And  The  Weeks  That  Follow 


74%  of  patients  experienced  improved  sleep 
after  the  first  As.  dose1 

First-week  reduction  in  somatic  symptoms 


Caution  patients  about  the  combined  effects  of 
Limbitrol  with  alcohol  or  other  CNS  depres- 
sants and  about  activities  requiring  complete 
mental  alertness,  such  as  operating  machinery 
or  driving  a car.  In  general,  limit  dosage  to  the 
lowest  effective  amount  in  elderly  patients. 


limbitrol 


Percentage  of  Reduction  in  Individual  Somatic 
During  First  Week  of  Limbitrol  Therapy 
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Each  tablet  contains  5 mg  chlordiazepoxide  and  /O  vomiting  nausea  headache  anorexia  constipation 
12.5  mg  amitriptyline  (as  the  hydrochloride  salt)  *Patients  often  presented  with  more  than  one  somatic  symptom. 


limbitrol  DS 


Each  tablet  contains  10  mg  chlordiazepoxide  and  /O 
25  mg  amitriptyline  (as  the  hydrochloride  salt)  VJo 


Copyright  © 1988  by  Roche  Products  Inc.  All  rights  reserved. 
Please  see  summary  of  product  information  inside  back  cover. 
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A SPECIAL 
PRACTICE 


O R 


SPECIALISTS 


If  you're  a Surgeon  or  OB/GYN  or  Other  Medical 
Specialist,  the  Air  Force  may  have  a special  practice  for  you. 

What  makes  it  special?  You'll  enjoy  an  excellent  pay  and 
benefits  package.  There'll  be  more  time  to  spend  with  your  family. 
You'll  receive  30  days  of  vacation  with  pay  each  year.  And  you  will 
work  with  modern  equipment  and  some  of  the  most  highly  trained 
professionals  in  the  world,  serving  your  country  and  your  patients. 
Now  that's  special! 

Find  out  just  how  special  your  practice  can  be.  Call 

SMSGT  FENDER 

605-334-3322  COLLECT 


Expect  tor 

NEXT  PATIENT  ON 
INDERAE  LATO... 


(PROPRANOLOL  HCI) 

LONG  ACTING  CAPSULES  60,  80,  120,  160  mg 


Please  see  brief  summary  of  prescribing  information. 
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. . .like  the  more  than  one  million  patients  who  have 
received  INDERAl?  LA. 

In  a recent  survey,  4,120  participating  physicians  gave 
us  their  views1  on  INDERAL  LA  in  the  treatment  of 
hypertension,  angina  and  migraine. 

INDERAL  la  is  their  preferred 

beta  blocker 

. . .of  the  nearly  three  out  of  four  physicians  responding 
to  the  questionnaire,  an  impressive  97%  rated  INDERAL 
LA  good  to  excellent  for  overall  performance.  Virtually  all 
cited  efficacy,  tolerability,  long-term  cardiovascular  pro- 
tection and  once-daily  convenience  as  important  factors 
in  their  choosing  to  prescribe  INDERAL  LA. 

inderal  la  promotes  patient 
compliance 

. . .Virtually  every  responding  physician  rated  patient  sat- 
isfaction with  INDERAL  LA  to  be  as  good  as,  or  better 
than,  other  beta  blockers. 


Like  conventional  INDERAL  Tablets,  INDERAL  LA  should  not  be  used  in  the  presence 
of  congestive  heart  failure,  sinus  bradycardia,  cardiogenic  shock,  heart  block 
greater  than  first  degree  and  bronchial  asthma. 


m ONCE-DAILY  m _ 

Inderal  LA 

IPRCfRANaa  HCI) 


LONG  ACTING 
CAPSULES 
60,80,120, 160  mg 


The  one  you  know  best 
keeps  looking  better 

Please  see  next  page  for  brief  summary  of  prescribing  information. 


I L LI  O N 


ONCE-DAILY 


PROPRANOLOL  HCI 


CAPSULES 


60,80.120, 160  mg 


The  one  you  know  best 
keeps  looking  better 


60  mg  80  mg  120  mg  160  mg 


BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION,  SEE  PACKAGE  CIRCULAR.) 


INDERAL'  LA  brand  of  propranolol  hydrochloride  (Long  Acting  Capsules) 

DESCRIPTION.  INDERAL  LA  Is  formulated  to  provide  a sustained  release  of  propranolol  hydro- 
chloride. INDERAL  LA  is  available  as  60  mg,  80  mg,  120  mg,  and  160  mg  capsules. 

CLINICAL  PHARMACOLOGY.  INDERAL  is  a nonselective.  beta-adrenergic  receptor-blocking 
agent  possessing  no  other  autonomic  nervous  system  activity.  It  specifically  competes  with  beta-ad- 
renergic receptor-stimulating  agents  for  available  receptor  sites.  When  access  to  beta-receptor  sites 
is  blocked  by  INDERAL,  the  chronotropic,  inotropic,  and  vasodilator  responses  to  beta- 
adrenergic  stimulation  are  decreased  proportionately. 

INDERAL  LA  Capsules  (60,  80,  120,  and  160  mg)  release  propranolol  HCI  at  a controlled  and 
predictable  rate.  Peak  blood  levels  following  dosing  with  INDERAL  LA  occur  at  about  6 hours  and  the 
apparent  plasma  half-life  is  about  10  hours.  When  measured  at  steady  state  over  a 24-hour  period  the 
areas  under  the  propranolol  plasma  concentration-time  curve  (AUCs)  for  the  capsules  are  approxi- 
mately 60%  to  65%  ot  the  AUCs  tor  a comparable  divided  daily  dose  of  INDERAL  Tablets.  The  lower 
AUCs  for  the  capsules  are  due  to  greater  hepatic  metabolism  of  propranolol,  resulting  from  the  slower 
rate  of  absorption  of  propranolol.  Over  a twenty-four  (24)  hour  period,  blood  levels  are  fairly  constant 
for  about  twelve  (12)  hours  then  decline  exponentially. 

INDERAL  LA  should  not  be  considered  a simple  mg-for-mg  substitute  tor  conventional  propranolol 
and  the  blood  levels  achieved  do  not  match  (are  lower  than)  those  of  two  to  four  times  daily  dosing 
with  the  same  dose.  When  changing  to  INDERAL  LA  from  conventional  propranolol,  a possible  need 
for  retitration  upwards  should  be  considered  especially  to  maintain  effectiveness  at  the  end  of  the 
dosing  interval.  In  most  clinical  settings,  however,  such  as  hypertension  or  angina  where  there  is  little 
correlation  between  plasma  levels  and  clinical  effect,  INDERAL  LA  has  been  therapeutically  equiva- 
lent to  the  same  mg  dose  ot  conventional  INDERAL  as  assessed  by  24-hour  effects  on  blood  pressure 
and  on  24-hour  exercise  responses  of  heart  rate,  systolic  pressure,  and  rate  pressure  product. 
INDERAL  LA  can  provide  effective  beta  blockade  for  a 24-hour  period. 

INDICATIONS  AND  USAGE.  Hypertension:  INDERAL  LA  is  indicated  in  the  management  of 
hypertension;  it  may  be  used  alone  or  used  in  combination  with  other  antihypertensive  agents, 
particularly  a thiazide  diuretic.  INDERAL  LA  is  not  indicated  in  the  management  of  hypertensive 
emergencies. 

Angina  Pectoris  Due  to  Coronary  Atherosclerosis:  INDERAL  LA  is  indicated  for  the 
long-term  management  of  patients  with  angina  pectoris. 

Migraine:  INDERAL  LA  is  indicated  for  the  prophylaxis  of  common  migraine  headache.  The 
efficacy  of  propranolol  in  the  treatment  of  a migraine  attack  that  has  started  has  not  been  established 
and  propranolol  is  not  indicated  for  such  use. 

Hypertrophic  Subaortic  Stenosis:  INDERAL  LA  is  useful  in  the  management  of  hypertrophic 
subaortic  stenosis,  especially  for  treatment  of  exertional  or  other  stress-induced  angina,  palpitations, 
and  syncope.  INDERAL  LA  also  improves  exercise  performance.  The  effectiveness  of  propranolol 
hydrochloride  in  this  disease  appears  to  be  due  to  a reduction  ot  the  elevated  outflow  pressure 
gradient  which  is  exacerbated  by  beta-receptor  stimulation.  Clinical  improvement  may  be  temporary. 

CONTRAINDICATIONS.  INDERAL  is  contraindicated  in  1)  cardiogenic  shock;  2)  sinus  bradycar- 
dia and  greater  than  first-degree  block;  3)  bronchial  asthma;  4)  congestive  heart  failure  (see  WARN- 
INGS) unless  the  failure  is  secondary  to  a tachyarrhythmia  treatable  with  INDERAL. 

WARNINGS.  CARDIAC  FAILURE:  Sympathetic  stimulation  may  be  a vital  component  supporting 
circulatory  function  in  patients  with  congestive  heart  failure,  and  its  inhibition  by  beta  blockade  may 
precipitate  more  severe  failure.  Although  beta  blockers  should  be  avoided  in  overt  congestive  heart 
failure,  if  necessary,  they  can  be  used  with  close  follow-up  in  patients  with  a history  of  failure  who  are 
well  compensated  and  are  receiving  digitalis  and  diuretics.  Beta-adrenergic  blocking  agents  do  not 
abolish  the  inotropic  action  of  digitalis  on  heart  muscle. 

IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE,  continued  use  of  beta  blockers  can,  in 
some  cases,  lead  to  cardiac  failure.  Therefore,  at  the  first  sign  or  symptom  of  heart  failure,  the  patient 
should  be  digitalized  and/or  treated  with  diuretics,  and  the  response  observed  closely,  or  INDERAL 
should  be  discontinued  (gradually,  if  possible). 

IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbation  of  angina  and, 
in  some  cases,  myocardial  infarction,  following  abrupt  discontinuance  of  INDERAL  therapy. 
Therefore,  when  discontinuance  of  INDERAL  is  planned,  the  dosage  should  be  gradually  re- 
duced over  at  least  a few  weeks,  and  the  patient  should  be  cautioned  against  interruption  or 
cessation  of  therapy  without  the  physician's  advice.  If  INDERAL  therapy  is  interrupted  and 
exacerbation  of  angina  occurs,  it  usually  is  advisable  to  reinstitute  INDERAL  therapy  and  take 
other  measures  appropriate  for  the  management  of  unstable  angina  pectoris.  Since  coronary 
artery  disease  may  be  unrecognized,  it  may  be  prudent  to  follow  the  above  advice  in  patients 
considered  at  risk  of  having  occult  atherosclerotic  heart  disease  who  are  given  propranolol  for 
other  indications. 


Nonallergic  Bronchospasm  (eg,  chronic  bronchitis,  emphysema)  — PATIENTS  WITH 
BRONCHOSPASTIC  DISEASES  SHOULD  IN  GENERAL  NOT  RECEIVE  BETA  BLOCKERS.  INDERAL 
should  be  administered  with  caution  since  it  may  block  bronchodilation  produced  by  endogenous 
and  exogenous  catecholamine  stimulation  of  beta  receptors. 

MAJOR  SURGERY:  The  necessity  or  desirability  of  withdrawal  of  beta-blocking  therapy  prior  to 
major  surgery  is  controversial.  It  should  be  noted,  however,  that  the  impaired  ability  of  the  heart  to 
respond  to  reflex  adrenergic  stimuli  may  augment  the  risks  of  general  anesthesia  and  surgical 
procedures. 

INDERAL  (propranolol  HCI),  like  other  beta  blockers,  is  a competitive  inhibitor  of  beta-receptor 
agonists  and  its  effects  can  be  reversed  by  administration  of  such  agents,  eg,  dobutamine  or  isopro- 
terenol. However,  such  patients  may  be  subject  to  protracted  severe  hypotension.  Difficulty  in  start- 
ing and  maintaining  the  heartbeat  has  also  been  reported  with  beta  blockers. 

DIABETES  AND  HYPOGLYCEMIA:  Beta  blockers  should  be  used  with  caution  in  diabetic  patients  if 
a beta-blocking  agent  is  required.  Beta  blockers  may  mask  tachycardia  occurring  with  hypoglycemia, 
but  other  manifestations  such  as  dizziness  and  sweating  may  not  be  significantly  affected.  Following 
insulin-induced  hypoglycemia,  propranolol  may  cause  a delay  in  the  recovery  of  blood  glucose  to 
normal  levels. 


THYROTOXICOSIS:  Beta  blockade  may  mask  certain  clinical  signs  of  hyperthyroidism.  Therefore, 
abrupt  withdrawal  of  propranolol  may  be  followed  by  an  exacerbation  of  symptoms  of  hyperthyroid- 
ism, including  thyroid  storm.  Propranolol  may  change  thyroid  function  tests,  increasing  T,  and 
reverse  T3,  and  decreasing  Tj. 

IN  PATIENTS  WITH  WOLFF-PARKINSON-WHITE  SYNDROME,  several  cases  have  been  reported  in 
which,  after  propranolol,  the  tachycardia  was  replaced  by  a severe  bradycardia  requiring  a demand 
pacemaker.  In  one  case  this  resulted  after  an  initial  dose  of  5 mg  propranolol. 

PRECAUTIONS.  GENERAL:  Propranolol  should  be  used  with  caution  in  patients  with  impaired 
hepatic  or  renal  function.  INDERAL  (propranolol  HCI)  is  not  indicated  for  the  treatment  of  hyperten- 
sive emergencies. 

Beta-adrenoreceptor  blockade  can  cause  reduction  of  intraocular  pressure.  Patients  should  be  told 
that  INDERAL  may  interfere  with  the  glaucoma  screening  test.  Withdrawal  may  lead  to  a return  of 
increased  intraocular  pressure. 

CLINICAL  LABORATORY  TESTS:  Elevated  blood  urea  levels  in  patients  with  severe  heart  disease, 
elevated  serum  transaminase,  alkaline  phosphatase,  lactate  dehydrogenase. 

DRUG  INTERACTIONS:  Patients  receiving  catecholamine-depleting  drugs  such  as  reser- 
pine  should  be  closely  observed  if  INDERAL  (propranolol  HCI)  is  administered.  The  added 
catecholamine-blocking  action  may  produce  an  excessive  reduction  of  resting  sympathetic 
nervous  activity  which  may  result  in  hypotension,  marked  bradycardia,  vertigo,  syncopal  attacks, 
or  orthostatic  hypotension. 

Caution  should  be  exercised  when  patients  receiving  a beta  blocker  are  administered  a calcium- 
channel-blocking  drug,  especially  intravenous  verapamil,  for  both  agents  may  depress  myocardial 
contractility  or  atrioventricular  conduction.  On  rare  occasions,  the  concomitant  intravenous  use  of  a 
beta  blocker  and  verapamil  has  resulted  in  serious  adverse  reactions,  especially  in  patients  with 
severe  cardiomyopathy,  congestive  heart  failure,  or  recent  myocardial  infarction. 

Aluminum  hydroxide  gel  greatly  reduces  intestinal  absorption  of  propranolol. 

Ethanol  slows  the  rate  of  absorption  of  propranolol. 

Phenytoin,  phenobarbitone,  and  rifampin  accelerate  propranolol  clearance. 

Chlorpromazine,  when  used  concomitantly  with  propranolol,  results  in  increased  plasma  levels  of 
both  drugs. 

Antipyrine  and  lidocaine  have  reduced  clearance  when  used  concomitantly  with  propranolol. 

Thyroxine  may  result  in  a lower  than  expected  T3  concentration  when  used  concomitantly  with 
propranolol. 

Cimetidine  decreases  the  hepatic  metabolism  of  propranolol,  delaying  elimination  and  increasing 
blood  levels. 

Theophylline  clearance  is  reduced  when  used  concomitantly  with  propranolol. 

CARCINOGENESIS,  MUTAGENESIS,  IMPAIRMENT  OF  FERTILITY:  Long-term  studies  in  animals 
have  been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential.  In  18-month  studies  in  both 
rats  and  mice,  employing  doses  up  to  150  mg/kg/day,  there  was  no  evidence  of  significant  drug-in- 
duced toxicity.  There  were  no  drug-related  tumorigenic  effects  at  any  of  the  dosage  levels.  Reproduc- 
tive studies  in  animals  did  not  show  any  impairment  of  fertility  that  was  attributable  to  the  drug. 

PREGNANCY:  Pregnancy  Category  C.  INDERAL  has  been  shown  to  be  embryotoxic  in  animal 
studies  at  doses  about  10  times  greater  than  the  maximum  recommended  human  dose. 

There  are  no  adequate  and  well-controlled  studies  in  pregnant  women.  INDERAL  should  be  used 
during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus. 

NURSING  MOTHERS:  INDERAL  is  excreted  in  human  milk.  Caution  should  be  exercised  when 
INDERAL  is  administered  to  a nursing  woman. 

PEDIATRIC  USE:  Safety  and  effectiveness  in  children  have  not  been  established. 

ADVERSE  REACTIONS.  Most  adverse  effects  have  been  mild  and  transient  and  have  rarely 
required  the  withdrawal  of  therapy. 

Cardiovascular:  Bradycardia;  congestive  heart  failure;  intensification  of  AV  block;  hypotension; 
paresthesia  of  hands;  thrombocytopenic  purpura;  arterial  insufficiency,  usually  of  the  Raynaud  type. 

Central  Nervous  System:  Light-headed  ness;  mental  depression  manifested  by  insomnia,  lassitude, 
weakness,  fatigue;  reversible  mental  depression  progressing  to  catatonia;  visual  disturbances;  hallu- 
cinations; vivid  dreams;  an  acute  reversible  syndrome  characterized  by  disorientation  for  time  and 
place,  short-term  memory  loss,  emotional  lability,  slightly  clouded  sensorium,  and  decreased  perfor- 
mance on  neuropsychometrics.  For  immediate  formulations,  fatigue,  lethargy,  and  vivid  dreams 
appear  dose  related. 

Gastrointestinal:  Nausea,  vomiting,  epigastric  distress,  abdominal  cramping,  diarrhea,  constipa- 
tion, mesenteric  arterial  thrombosis,  ischemic  colitis. 

Allergic:  Pharyngitis  and  agranulocytosis,  erythematous  rash,  fever  combined  with  aching  and 
sore  throat,  laryngospasm  and  respiratory  distress. 

Respiratory:  Bronchospasm. 

Hematologic:  Agranulocytosis,  nonthrombocytopenic  purpura,  thrombocytopenic  purpura. 

Auto  immune:  In  extremely  rare  instances,  systemic  lupus  erythematosus  has  been  reported. 

Miscellaneous:  Alopecia,  LE-like  reactions,  psoriasiform  rashes,  dry  eyes,  male  impotence,  and 
Peyronie's  disease  have  been  reported  rarely.  Oculomucocutaneous  reactions  involving  the  skin, 
serous  membranes  and  conjunctivae  reported  for  a beta  blocker  (practolol)  have  not  been  associated 
with  propranolol. 

DOSAGE  AND  ADMINISTRATION.  INDERAL  LA  provides  propranolol  hydrochloride  in  a 
sustained-release  capsule  for  administration  once  daily.  If  patients  are  switched  from  INDERAL 
Tablets  to  INDERAL  LA  Capsules,  care  should  be  taken  to  assure  that  the  desired  therapeutic  effect  is 
maintained.  INDERAL  LA  should  not  be  considered  a simple  mg-for-mg  substitute  for  INDERAL. 
INDERAL  LA  has  different  kinetics  and  produces  lower  blood  levels.  Retitration  may  be  necessary, 
especially  to  maintain  effectiveness  at  the  end  of  the  24-hour  dosing  interval. 

HYPERTENSION  — Dosage  must  be  individualized.  The  usual  initial  dosage  is  80  mg  INDERAL  LA 
once  daily,  whether  used  alone  or  added  to  a diuretic.  The  dosage  may  be  increased  to  120  mg  once 
daily  or  higher  until  adequate  blood  pressure  control  is  achieved.  The  usual  maintenance  dosage  is 
120  to  160  mg  once  daily.  In  some  instances  a dosage  of  640  mg  may  be  required.  The  time  needed  for 
full  hypertensive  response  to  a given  dosage  is  variable  and  may  range  from  a few  days  to  several 
weeks. 

ANGINA  PECTORIS  — Dosage  must  be  individualized.  Starting  with  80  mg  INDERAL  LA  once  daily, 
dosage  should  be  gradually  increased  at  three-  to  seven-day  intervals  until  optimal  response  is 
obtained.  Although  individual  patients  may  respond  at  any  dosage  level,  the  average  optimal  dosage 
appears  to  be  160  mg  once  daily.  In  angina  pectoris,  the  value  and  safety  of  dosage  exceeding  320  mg 
per  day  have  not  been  established. 

If  treatment  is  to  be  discontinued,  reduce  dosage  gradually  over  a period  of  a few  weeks  (see 
WARNINGS). 

MIGRAINE  — Dosage  must  be  individualized.  The  initial  oral  dose  is  80  mg  INDERAL  LA  once  dally. 
The  usual  effective  dose  range  is  160-240  mg  once  daily.  The  dosage  may  be  increased  gradually  to 
achieve  optimal  migraine  prophylaxis.  If  a satisfactory  response  is  not  obtained  within  four  to  six 
weeks  after  reaching  the  maximal  dose,  INDERAL  LA  therapy  should  be  discontinued.  It  may  be 
advisable  to  withdraw  the  drug  gradually  over  a period  of  several  weeks. 

HYPERTROPHIC  SUBAORTIC  STENOSIS  - 80-160  mg  INDERAL  LA  once  daily. 

PEDIATRIC  DOSAGE  - At  this  time  the  data  on  the  use  of  the  drug  in  this  age  group  are  too  limited  to 
permit  adequate  directions  for  use. 

*The  appearance  of  these  capsules  is  a registered  trademark  of  Ayerst  Laboratories. 


Reference: 

1.  Data  on  file,  Ayerst  Laboratories. 
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University  of  South  Dakota  School  of  Medicine 

" •••  providing  medical  education,  service 
and  research  for  South  Dakotans 

Computer-Assisted  Documentation  of 
Residents’  Clinical  Competence  For 
Procedural  Skills1 

Documentation  of  clinical  skills  by  a simple  computer  database  verifies  procedures  a resident 
performs  in  training  for  specialty  board  requirements  and  for  hospital  staff  credential  needs. 

Anthony  G.  Salem,  MD2 
James  R.  Horning,  MD,  FACP3 


ABSTRACT 

In  1984,  the  American  Board  of  Internal  Medicine  mandated  that  residency  program  directors  assess  proce- 
dural skills  for  internal  medicine  residents.  In  order  to  meet  this  requirement,  we  developed  a method  to  assess 
and  document  resident  procedural  skills.  We  developed  a list  of  basic  and  special  procedures.  Residents  are  ob- 
served and  evaluated  while  performing  special  procedures.  They  are  required  to  complete  a "procedure  card"  for 
each  procedure  and  to  input  their  data  to  a computer  utilizing  an  electronic  database  program.  From  July  1, 
1985  to  June  30, 1986,  eight  of  seventeen  USD  residents  entered  data  for  1541  special  procedures.  These  data  can 
be  collated  and  reviewed  to  provide  information  for  an  individual  resident  or  for  the  entire  program.  Our  com- 
puter-assisted clinical  competence  program  meets  the  requirements  of  the  American  Board  of  Internal  Medicine, 
allows  rapid  review  of  various  aspects  of  our  program,  introduces  the  residents  to  "computers-in-medicine,"  en- 
courages residents  to  document  the  number  of  procedures  they  do  after  completing  the  residency,  and  hopeful- 
ly, helps  our  graduates  obtain  hospital  privileges. 


When  the  American  Board  of  Internal  Medicine 
abolished  the  oral  examination  for  candidates  in 
1972,  it  instituted  its  clinical  competence  program.  This 
required  program  directors  of  medicine  residences  to 
document  that  candidates  for  the  American  Board  of 
Internal  Medicine  certifying  examination  were  com- 
petent in  history  taking,  physical  examination,  the  main- 
tenance of  records,  and  patient  management.1,2 

The  Board  of  Internal  Medicine  subsequently 
clarified  and  expanded  the  role  of  its  clinical  com- 
petence program.  Since  1984,  the  Board  has  required 
that  program  directors  also  assess  the  procedural  skills 
of  residents.3  The  Board  specifically  requested  "that  all 


Presented  in  part  at  the  Third  National  Symposium  on 
Microcomputers  in  Medical  Education,  March  31-April  1, 
1986,  Omaha,  NE. 

Associate  Professor,  Department  of  Internal  Medicine, 
USD  School  of  Medicine.  Chief,  Medical  Service,  Veterans 
Administration  Hospital,  Sioux  Falls,  SD. 

3Assistant  Professor,  Department  of  Internal  Medicine  Sec- 
tion of  General  Internal  Medicine,  USD  School  of  Medicine. 
Dr.  Horning  is  now  in  private  practice  in  Watertown,  SD. 


residents  at  the  completion  of  three  years  of  training 
should  be  skilled  in  the  indications,  contraindications, 
performance  and  interpretation  of: 

• Critical  lifesaving  procedures  including  basic 
cardiopulmonary  resuscitation  and  cardiac 
defibrillation; 

• Basic  diagnostic  procedures  necessary  for  ob- 
taining relevant  biological  fluids  for  evaluation 
including  arterial  and  venous  blood,  urine, 
cerebrospinal  fluid,  pleural  and  ascitic  fluids, 
and  vaginal  secretions;  and 

• Procedures  used  frequently  by  internists  to  ob- 
tain additional  diagnostic  information,  such  as 
Pap  smear  and  proctosigmoidoscopy." 

The  American  Board  of  Internal  Medicine  stated  that 
when  more  complex  procedures  such  as  peritoneal 
dialysis,  chest  tube  insertion,  arthrocentesis,  etc.  were 
included  in  the  program’s  curriculum,  residents  should 
also  be  familiar  with  the  technical  aspects,  indications, 
contraindications  and  interpretation  of  the  results  of 
such  procedures.3 
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(Front  of  Data  Card) 

UNIVERSITY  OF  SOUTH  DAKOTA 
INTERNAL  MEDICINE  RESIDENCY  PROGRAM 

Procedure  Evaluation  Data  Card 

PROCEDURE:  DATE: 

RESIDENT: DIAGNOSIS: 

PA'l  I ENT: LAST  4 DIGITS  OF  SS#: 

TO  BE  COMPLETED  BY  SUPERVISOR: 

Indications  appropriate? Yes No Unknown 

Significant  contraindications? Yes No Unknown 

Were  the  appropriate  lab  tests,  etc.,  obtained? Yes No Unknown 

Did  the  patient  appear  sufficiently  informed  of  the  risk,  complications, 
what  to  expect,  etc.,? Yes No Unknown Not  Applicable 

Comments: 


(Back  of  Data  Card) 

TO  BE  COMPLETED  BY  SUPERVISOR: 

Did  you  observe  the  procedure? Yes No 

If  observed,  please  evaluate  the  resident's  technical  expertise: 

1 . Satisfactory-  may  perform  unsupervised . 

2.  Satisfactory-  may  nol  perform  unsupervised . 

3.  Unsatisfactory  . 

Complications: 

Comments: 


Signature  of  Supervisot 


Figure  1 

As  well  as  being  a requirement  of  the  American 
Board  of  Internal  Medicine,  it  is  becoming  increasing- 
ly important  to  document  clinical  competence  for  many 
procedures  in  order  to  obtain  or  maintain  hospital 
privileges.4"8  Such  "credentialing"  is  required  by  J CAH 
accredited  hospitals.9 

The  clinical  competence  program  which  assesses  and 
documents  resident  procedural  skills  at  the  University 
of  South  Dakota  Internal  Medicine  Residency  Program 
is  described  below. 

METHODS 

In  1977,  we  developed  a manual  method  to  evaluate 
and  document  resident  procedural  skills.  Residents 
were  required  to  complete  a 5x7  inch  "procedure  card" 
and  have  it  signed  by  a supervisory  physician  or  senior 
resident  (Figure  1).  The  card  had  three  sections,  the 
first  to  be  completed  by  the  resident  and  the  second  and 
third  to  be  completed  by  the  supervisor.  The  first  sec- 
tion contained  identifying  information,  the  patient’s 
name,  the  resident’s  name,  the  diagnosis,  the  proce- 
dure, and  the  date.  The  second  section  contained  in- 
formation regarding  indications,  contraindications, 
laboratory  data,  and  informed  consent.  The  third  sec- 
tion contained  information  regarding  complications, 
and  the  resident’s  technical  expertise  based  on  the  fol- 


lowing: 

• "Satisfactory  - may  perform  unsupervised" 

• "Satisfactory  - may  not  perform  unsupervised" 

• "Unsatisfactory" 

Once  the  resident  had  received  five  "satisfactory-may 
perform  unsupervised"  assessments  for  most  proce- 
dures, he/she  was  allowed  to  perform  the  procedure  un- 
supervised. Residents  were  encouraged  to  complete  a 
card  for  each  procedure  performed  and  to  have  peri- 
odic re-evaluations  of  their  procedural  skills 
throughout  their  training. 

This  method  of  tracking  procedural  skills  served  us 
well  but  did  not  lend  itself  to  rapid  review  or  manipula- 
tion of  data.  Thus,  in  1985,  we  developed  a computer- 
assisted  method  to  track  resident  procedural  skills.  We 
categorized  procedures  as  "basic"  and  "special"  (Table 
I).  Basic  procedures  are  evaluated  on  a day-to-day 
basis  and  are  documented  in  the  faculty  evaluation  form 
completed  at  the  end  of  each  clinical  rotation.  Resi- 
dents are  required  to  be  certified  in  Advanced  Cardiac 
Life  Support  prior  to  entering  the  program.  Special 
procedures  are  evaluated  individually  and  are  tracked 
by  a computer  electronic  database  program.  Residents 
are  considered  clinically  competent  to  perform  a pro- 
cedure after  receiving  a predetermined  number  of 
"satisfactory-may  perform  unsupervised"  evaluations 
for  each  procedure,  e.g.,  30  flexible  sigmoidoscopies,10 
five  lumbar  punctures,  and  50  gastroscopies.  Residents 
continue  to  complete  procedure  cards  which  serve  as  a 
data  file  for  the  individual  resident.  Residents  even- 
tually input  their  own  data  to  the  computer. 


Table  I 

REQUIRED  PROCEDURES  FOR  USD  INTERNAL 

MEDICINE  RESIDENCY  PROGRAM 

Basic  Procedures 

Special  Procedures 

Cardiopulmonary 

resuscitation 

Lumbar  Puncture 

Defibrillation 

Bone  marrow  biopsy 

Venipuncture 

Exercise  tolerance  test 

Arterial  stick 

Right  heart  catheterization 

Pelvic  exam 

Flexible  sigmoidoscopy 

Pap  smear 

Paracentesis 

Collection  of 
vaginal  secretions 

Central  line  placement 

None  of  our  residents  were  familiar  with  computers 
initially.  One  of  us  (JRH)  introduced  them  to  the  con- 
cept of  computer  database  programs  during  a 45 
minute  lecture.  Individual  residents  were  tutored  for 
12  to  60  minutes  to  familiarize  them  with  the  specifics 
of  the  computer  and  software  program. 
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We  selected  PC-Filelll™  (ButtonWare,  Inc.,  Bel- 
levue, WA)  as  our  electronic  database  program  be- 
cause of  its  simplicity,  flexibility,  low  cost  ($49.00),  and 
because  the  medical  students  were  using  it  during  their 
third  year  internal  medicine  clerkship.  PC-Filelll™ 
is  available  for  IBM-PC  or  IBM-PC  compatible  com- 
puters, and  can  be  integrated  with  Lotus  1-2-3 IM, 
Word  StarJM  (word  processor),  PC-Graph1M,  PC- 
Type11^  (word  processor),  PC-Calc1M  (spreadsheet), 
PC-File-R™  (relational  database),  and  others.  We 
use  an  IBM-PC  computer  with  256  K of  RAM  and  two 
360  K disk  drives.  The  software  program  is  menu 
driven  and  was  made  self-loading  by  using  "DOS"  batch 
files. 

In  order  to  enter  data,  we  developed  a standard  for- 
mat with  eleven  data  points  (Table  II)  which  are  similar 
to  the  data  points  on  the  procedure  cards.  We  elected 
to  omit  information  about  indications,  contraindica- 
tions, laboratory  data,  and  informed  consent  to  simplify 
data  entry.  Procedures  are  entered  by  a numeric  code 
rather  them  by  name  to  ensure  uniformity  of  data  entry 
and  retrieval.  The  name  of  the  procedure  can  be  sub- 
stituted for  the  numeric  code  during  printing.  Since  the 
software  is  menu  drive,  manipulation  of  the  data  is  easi- 
ly accomplished  by  the  inexperienced  user. 


Table  III 

LIST  OF  RESIDENTS’  PROCEDURES 

Procedure 

Number 

Exercise  tolerance  test 

336 

Right  heart  catheterization 

246 

Flexible  sigmoidoscopy 

237 

Rigid  sigmoidoscopy 

83 

Thoracentesis 

75 

Lumbar  puncture 

71 

Central  line  placement 

53 

Paracentesis 

48 

Bone  Marrow  aspiration/biopsy 

45 

Gastroscopy 

35 

Transvenous  pacemaker  placement 

34 

Arthrocentesis 

30 

Chest  tube  placement 

20 

Pleural  biopsy 

15 

All  other  procedures 

213 

Total 

1541 

Table  II 

Data  Entry  Points 
Resident  < 

> 

Last  Name  (Patient) 

( 

) 

First  Name 

( 

) 

SS  # (Last  4 digits) 

( 

) 

Date  (YYMM) 

( 

) 

Proc  Number 

( 

) 

Observed  (Y/N) 

( 

) 

Satisfactory  (Y/N) 

( 

) 

Do  Unsupervised  (Y/N) 

( 

) 

Complications  (Y/N) 

( 

) 

Comments 

Enter  data.  Press  (F10) 

( 

) 

when  complete. 

Residents  have  their  individual  data  disks  and  enter 
their  data  at  their  own  convenience.  It  takes  less  than 
one  minute  per  procedure  to  enter  the  data,  although 
this  varies  with  individual  typing  skills  and  the  number 
of  data  points  the  resident  completes.  Some  residents 
are  very  meticulous  and  complete  every  data  point  in- 
cluding "comments"  while  others  complete  only 
selected  data  points. 

Data  from  each  resident  can  be  aggregated  onto  a 
single  disk  which  allows  us  to  generate  reports  for  in- 
dividual residents  or  for  the  entire  program.  We  can 
review  selected  procedures,  or  review  the  number  of 
procedures  done  on  an  individual  patient.  We  can  as- 
certain whether  a given  resident  is  doing  an  adequate 
number  of  procedures  to  meet  his/her  future  practice 


goals  or  if  a resident  is  spending  too  much  time  doing 
procedures  and  not  enough  time  in  other  academic  en- 
deavors. At  completion  of  their  training,  residents  are 
given  their  data  disks  and  are  offered  a copy  of  PC- 
Filelll 1 M.  If  they  wish  to  continue  using  PC-Filelll 1 M 
during  fellowship  training  or  in  practice,  they  are  re- 
quired to  pay  a nominal  fee  to  the  software  company  as 
required  by  copyright  law. 

RESULTS 

From  July  1, 1985  to  June  30, 1986,  eight  of  seventeen 
residents  entered  data  for  1541  procedures  of  which 
748  were  reportedly  observed  (Table  III).  The  proce- 
dures were  performed  from  July  1,  1982  to  June  30, 
1986.  All  eight  residents  were  in  their  second,  third,  or 
fourth  year  of  training.  First  year  residents  did  not  par- 
ticipate in  the  computer-assisted  tracking  program  al- 
though they  maintained  procedure  cards. 

DISCUSSION 

A program  to  document  clinical  competence  of  resi- 
dent procedural  skills  must  address  four  components: 
1)  which  procedures  are  to  be  evaluated?  2)  what  cog- 
nitive information  should  the  resident  have  regarding 
these  procedures  (indications,  contraindications  and 
interpretation  of  results)?  3)  how  well  do  residents  per- 
form procedures  (technical  expertise)?  and  4) 
documentation  and  certification  of  the  number  of  pro- 
cedures and  the  competence  of  the  individual  resident. 

Which  procedures  - The  American  Board  of  Interna) 
Medicine  has  defined  the  basic  procedural  skills/ 
Various  authors  have  attempted  to  define  other  proce- 
dural skills  that  residents  should  have  by  the  comple- 
tion of  their  training,4,8,12  To  date,  there  is  no  consen- 
sus regarding  the  core  list  of  procedural  skills.  ' ’ ~ 
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We  have  defined  both  basic  and  special  procedures 
that  our  residents  must  learn  (Table  I),  and  optional 
special  procedures  that  they  may  learn.  Most  general 
internists  do  not  need  mastery  of  complex  procedures 
such  as  upper  gastrointestinal  endoscopy  and  colonos- 
copy although  they  should  be  familiar  with  the  indica- 
tions, contraindications,  and  interpretation  of  the 
results  of  such  procedures. 

Cognitive  information  regarding  procedures  - There  are 
numerous  monographs,  video  tapes,  and  publications 
which  describe  the  cognitive  information  needed,  and 
the  mechanics  of  performing  the  various  procedures. 

The  USD  program  has  informally  utilized  some  of  this 
information,  but  has  not  developed  specific  "cognitive 
guidelines"  for  each  specialized  procedure,  relying 
primarily  on  the  supervisors  to  evaluate  cognitive  skills 
of  each  resident.  We  plan  to  strengthen  this  aspect  of 
the  clinical  competence  program  in  the  future.  The 
American  College  of  Physicians  is  developing  cognitive 
guidelines  for  procedural  skills  for  subspecialty  train- 
ing programs.  Preliminary  data  has  been  published  in 
the  Annals  of  Internal  Medicine.13 

Technical  expertise  - Evaluation  of  the  residents’  tech- 
nical expertise  is  also  problematic.  The  old  axiom  "see 
one,  do  one,  teach  one"  is  no  longer  operative  in  today’s 
litigious  climate.  We  have  not  developed  critical  check 
points,  but  rather  require  residents  to  satisfactorily  per- 
form most  technical  procedures  at  least  five  times 
under  supervision  before  allowing  them  to  do  a specific 
procedure  unsupervised.  More  complex  procedures 
require  a greater  number  of  repetitions  before  permit- 
ting them  to  be  performed  without  supervision.10,14 
We  feel  a standardized  method  with  critical  check- 
points, should  be  developed  to  evaluate  each  proce- 
dure. 

Documentation  and  certification  - The  actual 
documentation  of  the  number  of  procedures  that  a resi- 
dent performs  is  probably  the  easiest  part  of  a clinical 
competence  program,  but  there  are  pitfalls.  Whether 
procedure  logs,  procedure  cards,  or  computer-assisted 
tracking  are  used,  someone  must  record  or  input  data; 
this  is  not  always  done  correctly  as  we  and  others  have 
found.7,15  The  number  of  procedures  that  an  individual 
resident  has  done,  does  not  necessarily  reflect  his/her 
technical  expertise,  but  does  serve  as  an  indicator  of 
clinical  competence.10,14  When  the  appropriate  data 
are  available,  the  program  director  can  review  the  in- 
formation for  each  resident  and  can  legitimately  certify 
the  resident’s  clinical  competence  for  specific  proce- 
dures. 

Jue  and  Frisch  at  Albany  Medical  College,  and 
Kroenke  and  Carpenter  at  Brooke  Army  Medical 
Center  have  also  developed  computer-assisted 
programs  to  document  the  procedures  done  by  their  in- 
ternal medicine  residents.  Neither  program  specifical- 
ly addressed  other  components  of  a clinical  com- 
petence program  and  neither  had  the  residents  input 
their  data  to  the  computer.5,15  Blackwell  et  al  at  the 
University  of  Texas-Galveston  also  have  developed  a 
computer  method  to  document  the  number  of  proce- 
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dures  performed  by  residents  and  imply  that  they  also 
document  their  residents’  technical  expertise.6 

In  the  USD  program  in  internal  medicine,  we  have  at- 
tempted to  address  all  four  components  of  a clinical 
competence  program  for  procedural  skills.  We  have 
defined  procedures  residents  must  perform  and  proce- 
dures they  may  perform.  We  have  attempted  to  docu- 
ment cognitive  information  that  the  resident  should 
have,  although  it  has  not  been  standardized.  We  also 
have  attempted  to  document  the  residents’  technical 
expertise  though  we  have  not  as  yet  developed  critical 
checkpoints  for  each  procedure.  Lastly,  we  have 
developed  a manual  and  a computer-assisted  method 
to  document  various  facets  of  our  clinical  competence 
programs  which  enables  us  to  provide  a verifiable  cer- 
tificate of  proficiency  to  each  individual  resident.  A 
spin-off  advantage  of  the  program  is  that  residents 
input  data  to  the  computer  which  introduces  them  to 
"computers-in-medicine." 

In  summary,  we  have  developed  a computer-assisted 
clinical  competence  program  for  procedural  skills 
which  meets  the  requirements  of  the  American  Board 
of  Internal  Medicine  and,  hopefully,  helps  graduates  of 
the  residency  program  obtain  hospital  privileges.  It  al- 
lows rapid  review  of  various  aspects  of  the  clinical  com- 
petence program,  introduces  the  residents  to  com- 
puters-in-medicine, and  provides  a method  for  a 
graduating  resident  to  document  the  number  of  proce- 
dures done  during  fellowship  training  or  in  practice. 
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South  Dokoto 
Foundation  for 
medical  Core 


THANK  YOU 

South  Dakota  Foundation  for  Medical  Care’s  Quality  Assurance  Committee  is 
composed  of  physicians  from  many  medical  and  surgical  specialties  represented 
in  the  state.  The  members  are  also  geographically  distributed  and  represent  dif- 
ferent sized  hospitals. 

SDFMC’s  Board  of  Directors  have  given  the  Quality  Assurance  Committee 
authority  to  investigate  and  recommend  action  where  quality  of  care  concerns 
are  found. 

The  Quality  Assurance  Committee  members  are  responsible  for  assuring  that 
the  care  provided  to  Title  18  and  Title  19  beneficiaries  in  South  Dakota  hospi- 
tals is  appropriate  and  meets  acceptable  standards  of  medical  care. 

Physician  subcommittees  and  consultants  are  utilized  by  the  Quality  Assurance 
Committee  for  quality  assessment  in  some  specialized  areas. 

SDFMC  commends  these  physicians  for  their  willingness  to  give  of  their  time 
and  for  their  commitment  to  improve  patient  care. 
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ipro 


TABLETS 


ciprofloxacin  HCI/ Miles, 


■ 500  mg  B.LD*  for  most  infections; 

75 0 mg  SUM L for  severe  or  complicated  infections. 


CONVENIENT  B.I.D.  DOSAGE 

Recommended  dosage  schedule 


Infection  Site* 

Severity  of 
Infection 

Dosage 

Respiratory  Tract* 
Bone  and  Joint* 
Skin/Skin  Structure1 

Mild/Moderate 

500  mg  B.I.D. 

Severe/Complicated 

750  mg  B.I.D. 

Urinary  Tract* 

Mild/Moderate 

250  mg  B I D. 

Severe/Complicated 

500  mg  B.I.D. 

Infectious  Diarrhea* 

Mild/Moderate/Severe 

500  mg  B I D. 

BRIEF  SUMMARY 

CONSULT  PACKAGE  INSERT  FOR  FULL  PRESCRIBING  INFORMATION 

INDICATIONS  AND  USAGE 

Cipro®  is  indicated  for  the  treatment  of  infections  caused  by  susceptible  strains  of  the  designated  micro- 
organisms in  the  conditions  listed  below 

Lower  Respiratory  Inlections  caused  by  Escherichia  coli,  Klebsiella  pneumoniae.  Enterobacter  cloacae. 
Proteus  mirabilis.  Pseudomonas  aeruginosa.  Haemophilus  influenzae.  Haemophilus  paramfluenzae.  and  Strep- 
tococcus pneumoniae 

Skin  and  Skin  Structure  Infections  caused  by  Escherichia  coli.  Klebsiella  pneumoniae.  Enterobacter  cloacae. 
Proteus  mirabilis.  Proteus  vulgaris.  Providencia  stuartn.  Morganella  morganu,  Citrobacter  freundn. 
Pseudomonas  aeruginosa.  Staphylococcus  aureus  (penicillinase  and  nonpenicillmase-producing  strains),  Sta- 
phylococcus epidermidis,  and  Streptococcus  pyogenes 

Bone  and  Joint  Infections  caused  by  Enterobacter  cloacae.  Serratia  marcescens.  and  Pseudomonas 
aeruginosa 

Urinary  Tract  Infections  caused  by  Escherichia  coli.  Klebsiella  pneumoniae.  Enterobacter  cloacae.  Serratia 
marcescens,  Proteus  mirabilis,  Providencia  rettgeri.  Morganella  morganu.  Citrobacter  diversus.  Citrobacter 
freundn.  Pseudomonas  aeruginosa.  Staphylococcus  epidermidis.  and  Streptococcus  faecalis 
Infectious  Diarrhea  caused  by  Escherichia  coli  (enterotoxigenic  strains),  Campylobacter  jejuni.  Shigella 
flexneri*  and  Shigella  sonnet*  when  antibacterial  therapy  is  indicated 
^Efficacy  tor  this  organism  in  this  organ  system  was  studied  in  fewer  than  10  infections 
Appropriate  culture  and  susceptibility  tests  should  be  performed  before  treatment  in  order  to  isolate  and 
identify  organisms  causing  infection  and  to  determine  their  susceptibility  to  ciprofloxacin  Therapy  with  Cipro® 
may  be  initiated  before  results  of  these  tests  are  known,  once  results  become  available  appropriate  therapy 
should  be  continued  As  with  other  drugs,  some  strains  of  Pseudomonas  aeruginosa  may  develop  resistance 
fairly  rapidly  during  treatment  with  ciprofloxacin  Culture  and  susceptibility  testing  performed  periodically  during 
therapy  will  provide  information  not  only  on  the  therapeutic  effect  of  the  antimicrobial  agent  but  also  on  the 
possible  emergence  of  bacterial  resistance 

CONTRAINDICATIONS 

A history  of  hypersensitivity  to  ciprofloxacin  is  a contraindication  to  its  use  A history  of  hypersensitivity  to  other 
quinolones  may  also  contraindicate  the  use  of  ciprofloxacin 

WARNINGS 

CIPROFLOXACIN  SHOULD  NOT  BE  USED  IN  CHILDREN  OR  PREGNANT  WOMEN  The  oral  administration 
of  ciprofloxacin  caused  lameness  in  immature  dogs  Histopathological  examination  of  the  weight-bearing  joints 
of  these  dogs  revealed  permanent  lesions  of  the  cartilage  Related  drugs  such  as  nalidixic  acid,  cinoxacm, 
and  norfloxacin  also  produced  erosions  of  cartilage  of  weight-bearing  joints  and  other  signs  of  arthrop- 
athy in  immature  animals  of  various  species  (SEE  ANIMAL  PHARMACOLOGY  SECTION  IN  FULL  PRESCRIBING 
INFORMATION) 

PRECAUTIONS 

General: 

As  with  other  quinolones,  ciprofloxacin  may  cause  central  nervous  system  (CNS)  stimulation,  which  may  lead  to 
tremor,  restlessness,  lightheadedness,  confusion,  and  very  rarely  to  hallucinations  or  convulsive  seizures 
Therefore,  ciprofloxacin  should  be  used  with  caution  in  patients  with  known  or  suspected  CNS  disorders,  such  as 
severe  cerebral  arteriosclerosis  or  epilepsy,  or  other  factors  which  predispose  to  seizures  (SEE  ADVERSE 
REACTIONS) 

Crystals  of  ciprofloxacin  have  been  observed  rarely  in  the  urine  of  human  subjects  but  more  frequently  in  the 
urine  of  laboratory  animals  Crystalluria  related  to  ciprofloxacin  has  been  reported  only  rarely  in  man.  because 
human  urine  is  usually  acidic  Patients  receiving  ciprofloxacin  should  be  well  hydrated,  and  alkalinity  of  the  urine 
should  be  avoided  The  recommended  daily  dose  should  not  be  exceeded  Alteration  of  the  dosage  regimen  is 
necessary  for  patients  with  impairment  of  renal  function  (SEE  DOSAGE  AND  ADMINISTRATION  SECTION  IN 
FULL  PRESCRIBING  INFORMATION) 

Drug  Interactions 

Concurrent  administration  of  ciprofloxacin  with  theophylline  may  lead  to  elevated  plasma  concentrations  of 
theophylline  and  prolongation  of  its  elimination  half-life  This  may  result  in  increased  risk  of  theophylline-related 
adverse  reactions.  If  concomitant  use  cannot  be  avoided,  plasma  levels  of  theophylline  should  be  monitored  and 
dosage  adjustments  made  as  appropriate 

Antacids  containing  magnesium  hydroxide  or  aluminum  hydroxide  may  interfere  with  the  absorption  of 
ciprofloxacin,  resulting  in  serum  and  urine  levels  lower  than  desired,  concurrent  administration  of  these  agents 
with  ciprofloxacin  should  be  avoided 

Probenecid  interferes  with  the  renal  tubular  secretion  of  ciprofloxacin  and  produces  an  increase  in  the  level  of 
ciprofloxacin  in  the  serum  This  should  be  considered  if  patients  are  receiving  both  drugs  concomitantly 
As  with  other  broad-spectrum  antibiotics,  prolonged  use  of  ciprofloxacin  may  result  in  overgrowth  of 
nonsusceptible  organisms  Repeated  evaluation  of  the  patient's  condition  and  microbial  susceptibility  testing  is 
essential  If  superinfection  occurs  during  therapy,  appropriate  measures  should  be  taken 
Information  for  Patients 

Patients  should  be  advised  that  ciprofloxacin  may  be  taken  with  or  without  meals  The  preferred  time  of  dosing  is 
two  hours  after  a meal  Patients  should  also  be  advised  to  drink  fluids  liberally  and  not  take  antacids  containing 
magnesium  or  aluminum  concomitantly  or  within  two  hours  after  dosing  Ciprofloxacin  may  cause  dizziness  or 
lightheadedness;  therefore  patients  should  know  how  they  react  to  this  drug  before  they  operate  an  automobile 
or  machinery  or  engage  in  activities  requiring  mental  alertness  or  coordination 
Carcinogenesis.  Mutagenesis.  Impairment  of  Fertility 

Eight  in  vitro  mutagenicity  tests  have  been  conducteu  with  ciprofloxacin  and  the  test  results  are  listed  below 
Salmonella/Microsome  Test  (Negative) 

E coli  DNA  Repair  Assay  (Negative) 

Mouse  Lymphoma  Cell  Forward  Mutation  Assay  (Positive) 

Chinese  Hamster  V™  Cell  HGPRT  Test  (Negative) 

Syrian  Hamster  Embryo  Cell  Transformation  Assay  (Negative) 

Saccharomyces  cerevisiae  Point  Mutation  Assay  (Negative) 

Saccharomyces  cerevisiae  Mitotic  Crossover  and  Gene  Conversion  Assay  (Negative) 

Rat  Hepatocyte  DNA  Repair  Assay  (Positive) 

Thus,  two  of  the  eight  tests  were  positive,  but  the  following  three  in  vivo  test  systems  gave  negative  results: 

Rat  Hepatocyte  DNA  Repair  Assay 
Micronucleus  Test  (Mice) 

Dominant  Lethal  Test  (Mice) 

Long-term  carcinogenicity  studies  in  animals  have  not  yet  been  completed 
Pregnancy  - Pregnancy  Category  C 

Reproduction  studies  have  been  performed  in  rats  and  mice  at  doses  up  to  six  times  the  usual  daily  human  dose 
and  have  revealed  no  evidence  of  impaired  fertility  or  harm  to  the  fetus  due  to  ciprofloxacin  In  rabbits,  as  with 
most  antimicrobial  agents,  ciprofloxacin  (30  and  100  mg/kg  orally)  produced  gastrointestinal  disturbances 
resulting  in  maternal  weight  loss  and  an  increased  incidence  of  abortion  No  teratogenicity  was  observed  at 
either  dose.  After  intravenous  administration,  at  doses  up  to  20  mg/kg.  no  maternal  toxicity  was  produced,  and 
no  embryotoxicity  or  teratogenicity  was  observed  There  are,  however,  no  adequate  and  well-controlled  studies  in 


pregnant  women  SINCE  CIPROFLOXACIN.  LIKE  OTHER  DRUGS  IN  ITS  CLASS.  CAUSES  ARTHROPATHY  IN 
IMMATURE  ANIMALS.  IT  SHOULD  NOT  BE  USED  IN  PREGNANT  WOMEN  (SEE  WARNINGS) 

Nursing  Mothers: 

It  is  not  known  whether  ciprofloxacin  is  excreted  in  human  milk,  however,  it  is  known  that  ciprofloxacin  is 
excreted  in  the  milk  of  lactating  rats  and  that  other  drugs  of  this  class  are  excreted  in  human  milk  Because  of  this, 
and  because  of  the  potential  for  serious  adverse  reactions  from  ciprofloxacin  in  nursing  infants,  a decision  should 
be  made  to  discontinue  nursing  or  to  discontinue  the  drug,  taking  into  account  the  importance  of  the  drug  to  the 
mother. 

Pediatric  Use 

Ciprofloxacin  should  not  be  used  in  children  because  it  causes  arthropathy  in  immature  animals  (SEE 
WARNINGS) 

ADVERSE  REACTIONS 

Ciprofloxacin  is  generally  well  tolerated  During  clinical  investigation.  2.799  patients  received  2,868  courses  of 
the  drug  Adverse  events  that  were  considered  likely  to  be  drug  related  occurred  in  7.3%  of  courses,  possibly 
related  in  9.2%,  and  remotely  related  in  3 0%  Ciprofloxacin  was  discontinued  because  of  an  adverse  event  in 
3.5%  of  courses,  primarily  involving  the  gastrointestinal  system  (1  5%),  skin  (0  6%).  and  central  nervous  system 
(04%) 

The  most  frequently  reported  events,  drug  related  or  not.  were  nausea  (5  2%).  diarrhea  (2  3%),  vomiting 
(2  0%).  abdominal  pain/discomfort  (1  7%).  headache  (1  2%).  restlessness  (11%).  and  rash  (1 1%) 

Additional  events  that  occurred  in  less  than  1%  of  ciprofloxacin  courses  are  listed  below  Those  typical  of 
quinolones  are  italicized 

GASTROINTESTINAL  (See  above),  painful  oral  mucosa,  oral  candidiasis,  dysphagia,  intestinal  perforation, 
gastrointestinal  bleeding 

CENTRAL  NERVOUS  SYSTEM  (See  above),  dizziness.  Iightheadedness.  insomnia,  nightmares,  hallucina- 
tions. manic  reaction,  irritability,  tremor,  ataxia,  convulsive  seizures,  lethargy,  drowsiness,  weakness, 
malaise,  anorexia,  phobia,  depersonalization,  depression,  paresthesia 

SKIN/HYPERSENSITIVITY:  (See  above),  pruritus,  urticaria,  photosensitivity,  flushing,  fever,  chills, 
angioedema,  edema  of  the  face.  neck,  lips,  conjunctivae  or  hands,  cutaneous  candidiasis,  hyperpigmenta- 
tion.  erythema  nodosum 

SPECIAL  SENSES:  blurred  vision,  disturbed  vision,  (change  in  color  perception,  overbrightness  of  lights), 
decreased  visual  acuity,  diplopia,  eye  pain,  tinnitus,  bad  taste 

MUSCULOSKELETAL  joint  or  back  pain,  joint  stiffness,  achiness,  neck  or  chest  pain,  flare-up  of  gout 
RENAL/UROGENITAL  interstitial  nephritis,  renal  failure,  polyuria,  urinary  retention,  urethral  bleeding, 
vaginitis,  acidosis. 

CARDIOVASCULAR  palpitations,  atrial  flutter,  ventricular  ectopy,  syncope,  hypertension,  angina  pectoris, 
myocardial  infarction,  cardiopulmonary  arrest,  cerebral  thrombosis. 

RESPIRATORY  epistaxis.  laryngeal  or  pulmonary  edema,  hiccough,  hemoptysis,  dyspnea,  bronchospasm, 
pulmonary  embolism 

Most  of  these  events  were  described  as  only  mild  or  moderate  in  severity,  abated  soon  after  the  drug  was 
discontinued,  and  required  no  treatment 

In  several  instances,  nausea,  vomiting,  tremor,  restlessness,  agitation,  or  palpitations  were  judged  by 
investigators  to  be  related  to  elevated  plasma  levels  of  theophylline  possibly  as  a result  of  a drug  interaction  with 
ciprofloxacin 

Adverse  Laboratory  Changes  Changes  in  laboratory  parameters  listed  as  adverse  events  without  regard  to  drug 
relationship 

Hepatic  - Elevations  of  ALT  (SGPT)  (1  9%).  AST  (SGOT)  (1.7%).  alkaline  phosphatase  (0.8%),  LDH  (0.4%), 
serum  bilirubin  (0  3%) 

Hematologic  - eosmophilia  (0  6%).  leukopenia  (0  4%).  decreased  blood  platelets  (01%).  elevated  blood 
platelets  (01%).  pancytopenia  (0.1%). 

Renal  - Elevations  of:  Serum  creatinine  (1.1%).  BUN  (0  9%) 

CRYSTALLURIA.  CYLINDRURIA,  AND  HEMATURIA  HAVE  BEEN  REPORTED 
Other  changes  occurring  in  less  than  01%  of  courses  were  Elevation  of  serum  gammaglutamyl  transferase, 
elevation  of  serum  amylase,  reduction  in  blood  glucose,  elevated  uric  acid,  decrease  in  hemoglobin,  anemia, 
bleeding  diathesis,  increase  in  blood  monocytes,  and  leukocytosis 
OVERDOSAGE 

Information  on  overdosage  in  humans  is  not  available  In  the  event  of  acute  overdosage,  the  stomach  should  be 
emptied  by  inducing  vomiting  or  by  gastric  lavage  The  patient  should  be  carefully  observed  and  given  supportive 
treatment  Adequate  hydration  must  be  maintained  In  the  event  of  serious  toxic  reactrons  from  overdosage, 
hemodialysis  or  peritoneal  dialysis  may  aid  in  the  removal  of  ciprofloxacin  from  the  body,  particularly  if  renal 
function  is  compromised 

DOSAGE  AND  ADMINISTRATION 

The  usual  adult  dosage  for  patients  with  urinary  tract  infections  is  250  mg  every  12  hours.  For  patients  with 
complicated  infections  caused  by  organisms  not  highly  susceptible.  500  mg  may  be  administered  every  12  hours. 

Respiratory  tract  infections,  skin  and  skin  structure  infections,  and  bone  and  joint  infections  may  be  treated 
with  500  mg  every  12  hours  For  more  severe  or  complicated  infections,  a dosage  of  750  mg  may  be  given  every  12 
hours 

The  recommended  dosage  for  infectious  diarrhea  is  500  mg  every  12  hours 

In  patients  with  renal  impairment,  some  modification  of  dosage  is  recommended  (SEE  DOSAGE  AND 
ADMINISTRATION  SECTION  IN  FULL  PRESCRIBING  INFORMATION) 

HOW  SUPPLIED 

Cipro®  (ciprofloxacin  HCI/Miles)  is  available  as  tablets  of  250  mg.  500  mg.  and  750  mg  in  bottles  of  50.  and  in 
Uhit-Dose  packages  of  100  (SEE  FULL  PRESCRIBING  INFORMATION  FOR  COMPLETE  INFORMATION) 


* Due  to  susceptible  strains  of  indicated  pathogens  See  indicated  organisms  in  Brief  Summary. 

For  further  information,  contact  the  Miles  Information  Service: 
1-800-642-4776.  In  VA.  call  collect:  703-391-7888. 
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The  Dilemma  of  Caesarean  Section 

Robert  E.  VanDemark,  Sr.,  MD,  Editor 

Obstetrics  has  become  a specialty  with  a high  medi- 
cal-legal risk.  Formerly  it  was  generally  accepted 
that  not  all  infants  were  normal,  and  the  birthing 
process  entailed  certain  risks  for  the  mother  and  child. 
This  has  changed  with  the  new  legal  climate.  An  in- 
creasing number  of  physicians,  young  and  older,  are  no 
longer  able  and  willing  to  accept  the  malpractice  risks 
currently  present  with  obstetrics. 

Obstetricians  are  being  sued  with  greater  frequency, 
not  only  for  what  they  have  done,  but  also  for  what  they 
have  not  done,  including  failure  to  perform  Caesarean 
sections.  I recently  reviewed  eight  consecutive  months 
(reported  in  1987)  of  obstetrical  malpractice  trials  and 
awards.  During  this  period,  I found  sixteen  cases  in 
which  the  physician  defendant  lost  the  suit  for  not  per- 
forming a Caesarean  section,  with  the  final  settlements 
totaling  more  than  $32  million.  It  should  be  noted  the 
usual  legal  fees  in  these  awards  are  at  least  30  to  40  per- 
cent. The  largest  award  among  these  cases  reviewed 
($6,868,662.00)  was  in  California.  It  was  alleged, 
among  other  things,  that  the  physician  was  negligent  in 


doing  a vaginal  delivery  with  forceps  instead  of  a 
Caesarean  section. 

Recently,  the  Illinois  Blue  Cross  and  Blue  Shield, 
health  insurance  companies,  business  coalitions  and 
employers  began  clamping  down  on  the  Illinois  hospi- 
tals and  medical  staffs  because  of  the  increased  in- 
cidence (and  cost)  of  Caesarean  sections  as  compared 
to  vaginal  deliveries.  They  want,  for  economic  reasons, 
fewer  Caesarean  sections.  Caesarean  sections  are  now 
among  the  most  frequently  performed  operations  in  the 
United  States. 

Dr.  Del  Ohrt,  Medical  Director  of  the  Minnesota 
Blues  and  a former  Sioux  Valley  Hospital  resident,  has 
said  the  fear  of  liability  "has  had  a profound  impact"  on 
the  high  incidence  of  Caesarean  section. 

In  Michigan,  one-fifth  of  the  obstetrical-gynecology 
specialists  have  given  up  obstetrics,  with  more  than  that 
number  considering  it.  Until  changes  can  be  made  in 
our  legal  system,  the  number  of  physicians  doing 
obstetrics  must  necessarily  decline.  # 
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“HERPECIN-L  is  my  treatment  of  choice  for 
perioral  herpes.”  GP,  NY 

“HERPECIN-L  appears  to  actually  prevent  the 
blisters  . . . used  soon  enough.”  DDS,  MN 

“HERPECIN-L®.  . . a conservative  approach 
with  low  risk/high  benefits.”  MD,  FL 

“Used  at  prodromal  symptoms  . . . blisters 
never  formed  . . . remarkable.”  DH,  MA 

“(In  clinical  trials) . . . response  was  dramatic. 
HERPECIN-L  . .proven  far  superior.”  DDS,  PA 

“All  patients  claimed  shorter  duration  ...  at 
prodromal  symptoms  . . . HERPECIN-L 
averted  the  attacks.”  MD,  AK 


OTC.  See  P.D.R.  for  information.  For  samples  to  make 
your  own  clinical  evaluation,  write:  Campbell  Laboratories. 
Inc.,  P.O.  BOX  812-MD,  FDR  STATION,  NEW  YORK,  N.Y. 
10150 


In  South  Dakota  HERPECIN-L  is  available  at  all  Osco 
and  White  and  other  select  pharmacies. 
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About  Our  New  President 

FRANK  D.  MESSNER,  MD,  radiologist  in  Yankton, 
was  born  in  Brookings,  July  19,  1943.  He  attended 
grade  school  and  high  school  in  Brookings.  He  com- 
pleted his  undergraduate  studies  at  the  University  of 
South  Dakota  receiving  a B.A.  in  zoology  in  1965  and  a 
B.S.  in  medicine  in  1966. 

In  1968,  Dr.  Messner  received  his  medical  degree 
from  the  University  of  Colorado  Medical  School  in 
Boulder.  He  then  joined  the  Navy  and  completed  a 
one-year  internship  at  the  Great  Lakes  Naval  Hospital 
in  Great  Lakes,  Illinois.  He  served  for  several  years  of 
active  duty  on  the  USS  Prairie  AD-15  and  also  at  the 


Miramar  Naval  Air  Station.  After  his  discharge  from 
the  Navy,  Dr.  Messner  completed  a four-year  radiology 
residency  at  the  University  of  Colorado  in  Denver. 

He  obtained  his  South  Dakota  license  to  practice 
medicine  in  1974  and  began  his  practice  in  Y ankton  and 
has  practiced  there  since  that  time,  where  he  has  been 
for  14  years. 

Dr.  Messner  and  his  wife,  Janet,  who  is  a veterinarian, 
have  two  children:  a daughter,  Whitney,  who  is  a 
sophomore  at  the  University  of  South  Dakota;  and  a 
son,  David,  who  is  a freshman  at  Yankton  High  School. 

Dr.  Messner’s  hobbies  are  golf  and  reading.  # 
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Frank  D.  Messner,  MD,  President 
South  Dakota  State  Medical  Association 


I wish  to  take  this  opportunity  to  thank  and  congratu- 
late Dr.  Robert  Ferrell  for  an  outstanding  job  as  the 
past  president  of  the  South  Dakota  State  Medical  As- 
sociation. His  strong  leadership  and  excellent  com- 
municative skills  have  been  very  evident.  Dr.  Ferrell 
has  spent  a great  deal  of  time  and  effort  to  improve  the 
medical  environment  for  both  the  South  Dakota 
physicians  and  their  patients. 

We  seem  to  be  in  a constant  struggle  to  keep  medicine 
within  the  free  enterprise  system.  We  are  slowly  being 
drawn  into  a bureaucratic  morass  of  rules,  regulations, 
limited  fee  schedules  and  loss  of  freedom  to  treat 
patients  as  we  feel  is  appropriate.  When  we  look  at  the 
system  as  individuals,  it  seems  we  are  powerless  to 
change  the  trend  that  has  been  progressing  relentless- 
ly over  the  past  years. 

However,  I feel,  in  South  Dakota  we  have  certain  ad- 
vantages over  many  states,  especially  the  larger  states. 
We  should  be  able  to  organize  and  act  with  some  de- 
gree of  unity  in  an  attempt  to  maintain  both  quality 
medical  care  and  the  free  enterprise  system.  In  order 


to  further  this  concept,  we  must  maintain  interest  and 
a willingness  to  participate,  especially  at  the  district  and 
state  levels. 

I have  felt,  over  the  past  several  years,  that  interest  in 
state  medical  politics  appears  to  be  slowly  decreasing. 
It  seems  a relatively  small  number  of  physicians  con- 
tinually do  most  of  the  work  of  organized  medicine.  I 
would  ask  that  we  make  renewed  efforts  at  all  levels, 
but  especially  the  district  and  state  levels  to  keep  our 
medical  societies  active. 

It  is  extremely  important  for  the  younger  physicians 
to  become  involved  in  the  political  process  both  on  a 
district  and  state  level.  I would  hope  that  we  could  have 
increased  involvement  on  various  commissions  and 
committees  especially  by  the  younger  physicians  and 
also  physicians  who,  up  to  this  point,  have  not  been 
greatly  involved.  As  more  physicians  participate,  we 
develop  increased  knowledge  and  understanding  both 
as  individuals  and  as  a group.  This  can  only  have  a posi- 
tive effect  for  us  and  our  patients.  # 
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AXID6 

nizatidine  capsules 

Brief  Summary.  Consult  the  package  Insert  for  prescribing  information 
Indications  and  Usage  Axid  is  indicated  for  up  to  eight  weeks  for  the  treatment 
of  active  duodenal  ulcer  In  most  patients,  the  ulcer  will  heal  within  four  weeks 

Axid  is  indicated  for  maintenance  therapy  for  duodenal  ulcer  patients,  at 
a reduced  dosage  of  150  mg  h s after  healing  of  an  active  duodenal  ulcer 
The  consequences  of  continuous  therapy  with  Axid  for  longer  than  one  year 
are  not  known 

Contraindication:  Axid  is  contraindicated  in  patients  with  known  hypersensitivity 
to  the  drug  and  should  be  used  with  caution  in  patients  with  hypersensitivity  to 
other  H2-receptor  antagonists 

Precautions:  General—  1 Symptomatic  response  to  nizatidine  therapy  does  not 
preclude  the  presence  of  gastric  malignancy 

2 Because  nizatidine  is  excreted  primarily  by  the  kidney,  dosage  should  be 
reduced  in  patients  with  moderate  to  severe  renal  insufficiency 

3 Pharmacokinetic  studies  in  patients  with  hepatorenal  syndrome  have  not 
been  done  Part  of  the  dose  of  nizatidine  is  metabolized  in  the  liver  In  patients 
with  normal  renal  function  and  uncomplicated  hepatic  dysfunction,  the 
disposition  of  nizatidine  is  similar  to  that  in  normal  subjects 

Laboratory  Tests  — False-positive  tests  for  urobilinogen  with  Multistix  “ may 
occur  during  therapy  with  nizatidine 

Drug  Interactions  — No  interactions  have  been  observed  between  Axid  and 
theophylline,  chlordiazepoxide.  lorazepam,  lidocame.  phenytom.  and  warfarin 
Axid  does  not  inhibit  the  cytochrome  P-450-lmked  drug-metabolizing  enzyme 
system,  therefore,  drug  interactions  mediated  by  inhibition  of  hepatic 
metabolism  are  not  expected  to  occur  In  patients  given  very  high  doses  (3,900 
mg)  of  aspirin  daily,  increases  in  serum  salicylate  levels  were  seen  when 
nizatidine.  150  mg  b i d , was  administered  concurrently 

Carcinogenesis,  Mutagenesis,  Impairment  ot  Fertility— A two-year  oral 
carcinogenicity  study  in  rats  with  doses  as  high  as  500  mg/kg/day  (about  80 
times  the  recommended  daily  therapeutic  dose)  showed  no  evidence  of  a 
carcinogenic  effect  There  was  a dose  related  increase  in  the  density  of 
enterochromaffm-like  (ECL)  cells  in  the  gastric  oxyntic  mucosa  In  a two-year 
study  in  mice,  there  was  no  evidence  of  a carcinogenic  effect  in  male  mice, 
although  hyperplastic  nodules  of  the  liver  were  increased  in  the  high  dose  males 
compared  to  placebo  Female  mice  given  the  high  dose  of  Axid  (2,000  mg/kg/day, 
about  330  times  the  human  dose)  showed  marginally  statistically  significant 
increases  in  hepatic  carcinoma  and  hepatic  nodular  hyperplasia  with  no 
numerical  increase  seen  in  any  of  the  other  dose  groups  The  rate  of  hepatic 
carcinoma  in  the  high  dose  animals  was  within  the  historical  control  limits  seen 
for  the  strain  of  mice  used  The  female  mice  were  given  a dose  larger  than  the 
maximum  tolerated  dose,  as  indicated  by  excessive  (30%)  weight  decrement 


compared  to  concurrent  controls,  and  evidence  of  mild  liver  injury  (transaminase 
elevations)  The  occurrence  of  a marginal  finding  at  high  dose  only  in  animals 
given  an  excessive,  and  somewhat  hepatotoxic  dose,  with  no  evidence  of  a 
carcinogenic  effect  in  rats,  male  mice,  and  female  mice  (given  up  to  360  mg/kg/ 
day,  about  60  times  the  human  dose),  and  a negative  mutagenicity  battery  is  not 
considered  evidence  of  a carcinogenic  potential  for  Axid 
Axid  was  not  mutagenic  in  a battery  of  tests  performed  to  evaluate  its  potential 
genetic  toxicity,  including  bacterial  mutation  tests,  unscheduled  DNA  synthesis, 
sister  chromatid  exchange,  and  the  mouse  lymphoma  assay 
In  a two-generation,  perinatal  and  postnatal,  fertility  study  in  rats,  doses  of 
nizatidine  up  to  650  mg/kg/day  produced  no  adverse  effects  on  the  reproductive 
performance  of  parental  animals  or  their  progeny 
Pregnancy-Teratogenic  Etfects-Pregnancy  Category  C— Oral  reproduction 
studies  in  rats  at  doses  up  to  300  times  the  human  dose,  and  in  Dutch  Belted 
rabbits  at  doses  up  to  55  times  the  human  dose,  revealed  no  evidence  of  impaired 
fertility  or  teratogenic  effect,  but.  at  a dose  equivalent  to  300  times  the  human 
dose,  treated  rabbits  had  abortions,  decreased  number  of  live  fetuses,  and 
depressed  fetal  weights  On  intravenous  administration  to  pregnant  New  Zealand 
White  rabbits,  nizatidine  at  20  mg/kg  produced  cardiac  enlargement,  coarctation 
of  the  aortic  arch,  and  cutaneous  edema  in  one  fetus  and  at  50  mg/kg  it  produced 
ventricular  anomaly,  distended  abdomen,  spina  bifida,  hydrocephaly,  and 
enlarged  heart  in  one  fetus  There  are.  however,  no  adequate  and  well-controlled 
studies  in  pregnant  women  It  is  also  not  known  whether  nizatidine  can  cause 
fetal  harm  when  administered  to  a pregnant  woman  or  can  affect  reproduction 
capacity  Nizatidine  should  be  used  during  pregnancy  only  if  the  potential  benefit 
justifies  the  potential  risk  to  the  fetus 

Nursing  Mothers  — Nizatidine  is  secreted  and  concentrated  in  the  milk  of 
lactatmg  rats  Pups  reared  by  treated  lactating  rats  had  depressed  growth  rates 
Although  no  studies  have  been  conducted  in  lactating  women,  nizatidine  is 
assumed  to  be  secreted  in  human  milk,  and  caution  should  be  exercised  when 
nizatidine  is  administered  to  nursing  mothers 
Pediatric  Use- Safety  and  effectiveness  in  children  have  not  been  established 
Use  in  Elderly  Patients— Ulcer  healing  rates  in  elderly  patients  are  similar  to 
those  in  younger  age  groups  The  incidence  rates  of  adverse  events  and 
laboratory  test  abnormalities  are  also  similar  to  those  seen  in  other  age  groups 
Age  alone  may  not  be  an  important  factor  in  the  disposition  of  nizatidine  Elderly 
patients  may  have  reduced  renal  function 

Adverse  Reactions:  Clinical  trials  of  nizatidine  included  almost  5,000  patients 
given  nizatidine  in  studies  of  varying  durations  Domestic  placebo-controlled 
trials  included  over  1,900  patients  given  nizatidine  and  over  1,300  given  placebo 
Among  the  more  common  adverse  events  in  the  domestic  placebo-controlled 
trials,  sweating  (1%  vs  0 2%).  urticaria  (0  5%  vs  <0  01%),  and  somnolence 
(2.4%  vs  1 3%)  were  significantly  more  common  in  the  nizatidine  group  A 
variety  of  less  common  events  was  also  reported,  it  was  not  possible  to 
Axid®  (nizatidine,  Lilly) 


determine  whether  these  were  caused  by  nizatidine 

Hepatic- Hepatocellular  injury,  evidenced  by  elevated  liver  enzyme  tests 
(SGOT  (AST).  SGPT  [ALT],  or  alkaline  phosphatase),  occurred  in  some  patients 
possibly  or  probably  related  to  nizatidine  In  some  cases,  there  was  marked 
elevation  ot  SGOT.  SGPT  enzymes  (greater  than  500  IU/L),  and  in  a single 
instance,  SGPT  was  greater  than  2,000  IU/L  The  overall  rate  of  occurrences  of 
elevated  liver  enzymes  and  elevations  to  three  times  the  upper  limit  of  normal, 
however,  did  not  significantly  differ  from  the  rate  of  liver  enzyme  abnormalities  in 
placebo-treated  patients  All  abnormalities  were  reversible  after  discontinuation 
of  Axid 

Cardiovascular—  In  clinical  pharmacology  studies,  short  episodes  of 
asymptomatic  ventricular  tachycardia  occurred  in  two  individuals  administered 
Axid  and  in  three  untreated  subjects 

Endocrine— Clinical  pharmacology  studies  and  controlled  clinical  trials 
showed  no  evidence  of  antiandrogemc  activity  due  to  Axid.  Impotence  and 
decreased  libido  were  reported  with  equal  frequency  by  patients  who  received 
Axid  and  by  those  given  placebo  Rare  reports  of  gynecomastia  occurred 

Hematologic— Fatal  thrombocytopenia  was  reported  in  a patient  who  was 
treated  with  Axid  and  another  H2-receptor  antagonist  On  previous  occasions, 
this  patient  had  experienced  thrombocytopenia  while  taking  other  drugs 

Integumental— Sweating  and  urticaria  were  reported  significantly  more 
frequently  in  nizatidine  than  in  placebo  patients  Rash  and  exfoliative  dermatitis 
were  also  reported 

0//?er-Hyperuricemia  unassociated  with  gout  or  nephrolithiasis  was 
reported 

Overdosage:  There  is  little  clinical  experience  with  overdosage  of  Axid  in 
humans  If  overdosage  occurs,  use  of  activated  charcoal,  emesis,  or  lavage 
should  be  considered  along  with  clinical  monitoring  and  supportive  therapy 
Renal  dialysis  for  four  to  six  hours  increased  plasma  clearance  by  approximately 
84% 

Test  animals  that  received  large  doses  of  nizatidine  have  exhibited  cholinergic- 
type  effects,  including  lacrimation.  salivation,  emesis,  miosis,  and  diarrhea 
Single  oral  doses  of  800  mg/kg  in  dogs  and  of  1,200  mg/kg  in  monkeys  were  not 
lethal  Intravenous  LD50  values  in  the  rat  and  mouse  were  301  mg/kg  and  232 
mg/kg  respectively  PV  2091  AMP  (041288) 
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Complications  of  Colorectal  Surgery 

A review  of  factors  affecting  surgical  complication  in  411  colorectal  procedures. 
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ABSTRACT 

A retrospective  five  year  review  of  411  colorectal  cases  was  performed  in  order  to  evaluate  the  influence  of  various 
preoperative  factors  on  the  surgical  outcome. 

The  patients  studied  reflected  an  enlarging  geriatric  surgical  population  (74%  were  greater  than  60  years  of 
age).  A 54%  morbidity  and  11.8%  mortality  were  found  in  emergency  cases  as  compared  to  34.9%  and  3.6%  respec- 
tively in  elective  cases. 

Diverticular  disease  was  associated  with  a higher  morbidity  than  cancer,  but  mortality  was  unaffected  by  diag- 
nosis. Sex  of  the  patient  did  not  affect  postoperative  complications. 

Postoperative  morbidity  and  length  of  hospitalization  increased  directly  with  age,  though  mortality  increased 
only  in  patients  greater  than  80  years  of  age.  Preoperative  risk  factors  contributed  to  a higher  morbidity  in  the 
elderly  patient  but  the  mortality  was  not  significantly  affected.  Preoperative  care  should  take  into  consideration 
the  progressive  decline  in  physiologic  reserve  and  ability  of  the  aged  patient  to  respond  to  surgical  trauma. 


Colorectal  surgery  has  been  associated  with  im- 
proving morbidity  and  mortality  rates  over  the 
past  decades  due  to  advanced  perioperative  care  and 
antibiotics.  Despite  a reduction  in  fatal  septic  com- 
plications, there  has  been  an  increase  in  fatal  cardiopul- 
monary problems.1  This  may  be  due  to  the  underlying 
medical  condition  of  the  enlarging  geriatric  population 
that  presents  for  colorectal  surgery. 

We  elected  to  review  our  experience  at  a University 
of  South  Dakota  Affiliated  Hospital  in  order  to 
evaluate  the  influence  of  various  preoperative  factors 
on  the  outcome  of  patients  undergoing  surgery  of  the 
colon  and  rectum. 

METHODS 

The  hospital  records  of  all  patients  undergoing  elec- 
tive and  emergency  colorectal  surgical  procedures 
during  a five-year  period  (December  1978  to  March 
1984)  were  reviewed  with  regard  to  1)  age,  2)  elective 
versus  emergency  surgery,  3)  diagnosis,  4)  preoperative 
risk  factors  (cardiac  disease,  pulmonary  disease, 


department  of  Surgery,  USD  School  of  Medicine,  Sacred 
Heart  Hospital,  Yankton,  SD. 


diabetes,  renal  disease,  anemia,  hypoalbuminemia, 
steroids,  smoking,  5)  postoperative  complications,  6) 
in-hospital  operative  mortality,  and  7)  length  of  post- 
operative ileus  and  total  hospitalization.  Patients  un- 
dergoing simple  anorectal  and  endoscopic  procedures 
were  excluded  from  the  study. 

The  surgical  procedures  were  usually  performed  by 
an  upper  level  general  surgery  resident  under  the  close 
supervision  of  one  of  six  staff  members.  All  elective 
cases  underwent  preoperative  mechanical  bowel 
preparation  with  the  addition  of  enteral  and/or 
parenteral  antibiotics  in  94%  of  cases.  Parenteral  an- 
tibiotics were  used  in  all  of  the  emergency  cases  and  the 
remainder  of  the  elective  cases. 

Observed  postoperative  complications  were  class- 
ified into  five  categories:  cardiac,  pulmonary, 
gastrointestinal,  infectious,  and  wound.  Cardiac  com- 
plications included  myocardial  infarction,  arrhythmias, 
congestive  heart  failure,  and  cardiogenic  shock.  Pul- 
monary complications  recorded  were  atelectasis, 
pneumonia,  pulmonary  embolism,  and  respiratory 
failure.  Gastrointestinal  complications  were  recorded 
as  prolonged  ileus  (greater  than  7 days),  gastrointes- 
tinal bleeding,  stomal  necrosis,  or  intestinal  obstruc- 
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tion.  Infectious  complications  included  anastomotic 
leak,  intra-abdominal  abscess,  urinary  tract  infection, 
or  septic  shock.  Wound  inflammation  or  infection  with 
pus,  fascial  dehiscence,  or  evisceration  were  noted  as 
wound  complications. 

For  statistical  comparisons,  student’s  t test  was  util- 
ized. 


Table  I 


DIAGNOSIS 

Diagnosis 

Cases-No.  (%) 

Mortality-No.(%) 

Cancer 

212  (51.5) 

3 ( 1.4) 

Diverticular 

disease 

89  (21.7) 

4 ( 4.6) 

Volvulus 

15  ( 3.7) 

4 (26.7) 

Polyps 

14  ( 3.4) 

0 ( 0.0) 

Crohn’s 

disease 

12  ( 2.9) 

1(83) 

Trauma 

10  ( 2.4) 

1 (10.0) 

Table  II 

OPERATIVE  PROCEDURES 

Operation 

No.  of  Cases 

Right  hemicolectomy 

68 

Left  hemicolectomy 

33 

Sigmoid  colectomy 

87 

Low  anterior  resection 

20 

Abdominoperineal  resection 

23 

Subtotal  colectomy 

30 

Segmental/Other  colectomy 

20 

Colostomy  takedown 

44 

Hartmann  resection 

48 

Decompressing  colostomy 

38 

Total 

411 

RESULTS 

There  were  411  surgical  procedures  (205  males  and 
206  females)  performed  on  326  patients  in  the  study. 
The  average  age  was  67  years:  65  for  males  and  70  for 
females.  Fifty  percent  of  the  patients  were  greater  than 
70  years  of  age  and  74%  were  older  than  60  years.  The 
overall  morbidity  was  40%  while  the  mortality  rate  was 
5.3%:  3.4%  for  elective  surgery  and  12.0%  for  emergen- 
cy cases.  Emergency  procedures  accounted  for  23%  of 
all  cases. 

The  most  common  diagnoses  were  cancer  (51.5%) 


Table  III 

PREOPERATIVE  RISK  FACTORS 

Risk  Factors 

Cases-No.  (%) 

Cardiac  disease 

150  (36.5) 

Pulmonary  disease 

55  (13.4) 

Diabetes  mellitus 

20  ( 4.9) 

Smoking  (>1  ppd) 

81  (19.7) 

Steroids/other  medication 

94  (22.9) 

Anemia  (hgb.clO.O  gm) 

46  (113) 

Renal  disease  (creat.>2.0) 

9(23) 

Hypoalbuminemia  (alb.  < 3.0) 

38  ( .92) 

Table  IV 

POSTOPERATIVE  COMPLICATIONS 


Type  of 

Numbei%  of  all 

Complication 

Complication* 

CARDIAC 

83 

233 

Arrhythmias 

48 

13.4 

Congestive  Failure 

25 

7.0 

Myocardial  Infarction 

6 

1.7 

Shock 

4 

1.1 

PULMONARY 

70 

19.6 

Atelectasis 

35 

9.8 

Pneumonia 

21 

5.9 

Respiratory  Failure 

11 

3.1 

Pulmonary  Embolism 

3 

0.8 

WOUND 

50 

14.0 

Purulent  Infection 

26 

7.2 

Inflammation/Infection 

17 

4.8 

Dehiscence/Evisceration 

7 

1.9 

GASTROINTESTINAL 

82 

22.9 

Prolonged  ileus 

39 

10.9 

Small  bowel  obstruction 

12 

3.4 

Gastrointestinal  bleeding 

4 

1.1 

Stomal  necrosis 

9 

2.5 

Other 

18 

5.0 

INFECTIOUS 

73 

20.4 

and  diverticular  disease  (21.7%),  (Table  I).  The  types 
of  colon  resection  performed  are  shown  in  Table  II. 
Data  was  then  analyzed  according  to  the  factors  listed 
below.  Table  III  lists  preoperative  risk  factors  while 
postoperative  complications  are  found  in  Table  IV. 
These  will  both  be  discussed  in  the  text. 

Sex:  There  was  no  significant  difference  in  morbidity, 
mortality,  postoperative  ileus,  or  length  of  hospitaliza- 
tion between  males  and  females. 

Age  (Table  V):  The  number  of  postoperative  com- 
plications, morbidity,  and  length  of  hospitalization  all 
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Table  V 
AGE  (Years) 


<50 

50-59 

60-69 

70-79 

>80 

No.  of  Cases 

50 

57 

97 

126 

81 

Risk  Factors/Case 

0.46 

0.71 

0.86 

0.94 

0.86 

Morbidity  (%) 

333 

25.5 

403 

41.7 

52.6 

Complications/Case 

0.43 

0.49 

0.67 

0.73 

1.04 

Mortality  n (%) 

3(6.0) 

3(53) 

1(1.0) 

7(5.5) 

8(9.9) 

Hospital  stay  (days) 

13.9 

13.6 

15.6 

17.6 

17.8 

increased  directly  with  advancing  age.  There  was  no 
relation  between  length  of  postoperative  ileus  and  age. 
The  number  of  preoperative  risk  factors  increased  with 
age  until  60  years,  above  which  there  was  no  significant 
change.  Despite  the  increased  number  of  risk  factors, 
mortality  only  increased  in  patients  greater  than  80 
years  of  age.  Mortality  was  very  low  (1.0%)  for  patients 
in  the  seventh  decade. 

Comparing  patients  who  survived  with  those  who  did 
not,  the  average  age  of  survivors  was  66.8  compared  to 
76.7  for  those  who  died  (p  < 0.005  - Table  VI).  Patients 
who  had  no  postoperative  complications  averaged  65.8 
years  of  age  compared  to  70.4  for  those  with  one  or 
more  complications  (p<  0.001  - Table  VII). 


Table  VI 

MORTALITY 

Survivors 

Non-Survivors 

No.  of  Cases 

389 

22 

Mean  Age  (years) 

66.8 

76.7 

Risk  Factors/Case 

0.79 

0.91 

Non-Fatal  Complications/  0.53 

1.95 

Case 

Morbidity  (%) 

36.9 

95.5 

Table  VII 

MORBIDITY 

No  Post-op 
Complications 

One  or  More 
Complications 

No.  of  Cases 

236 

165 

Mean  Age  (years) 

65.8 

70.4 

Risk  Factors/Case 

0.73 

0.95 

Mortality  (%) 

0.41 

12.8 

Post-op  Ileus  (days) 

3.6 

6.7 

Hospital  Stay  (days) 

133 

20.5 

Nature  of  surgery  (Table  VIII):  There  were  309  elec- 
tive cases  and  92  emergency  procedures  with  no  sig- 


nificant age  difference  between  the  groups.  The  mor- 
bidity significantly  increased  from  34.9%  for  elective 
cases  to  54.9%  for  emergency  cases  while  mortality  in- 
creased from  3.6%  to  11.8%  (p  < 0.001).  There  was  no 
significant  difference  in  number  of  preoperative  risk 
factors,  length  of  hospitalization,  or  postoperative  ileus 
between  elective  and  emergency  cases. 


Table  VIII 

NATURE  OF  SURGERY 

Elective 

Emergency 

No.  of  Cases 

309 

92 

Mean  Age  (years) 

68.9 

63.1 

Risk  Factors/Case 

0.80 

0.87 

Morbidity  (%) 

34.9 

54.9 

Complications/Case 

0.48 

0.94 

Mortality  n (%) 

11(3.6) 

11(11.8; 

Hospital  Stay  (days) 

9.0 

123 

Diagnosis  (Tables  I and  IX):  For  purposes  of  statis- 
tical analysis,  all  cases  were  divided  into  three  groups: 
cancer  (51.5%),  diverticular  disease  (21.7%),  and  other 
(26.8%).  Patients  with  diverticular  disease 
demonstrated  a significantly  higher  morbidity  and  com- 
plications per  case  than  those  with  cancer  though  the 
preoperative  risk  factors  and  age  were  similar.  The 
mortality  was  slightly  higher  in  diverticular  disease, 
though  this  was  not  statistically  significant.  Diagnosis 
had  no  effect  on  postoperative  ileus  or  hospitalization. 
The  highest  mortality  (14.6%)  was  in  the  "other" 
category  which  contained  a significant  number  of  high- 
risk  categories  such  as  volvulus  and  trauma  (Table  I). 


Table  IX 
DIAGNOSIS 


Cancer 

Diverticular 

Disease 

Other 

No.  of  Cases 

212 

89 

110 

Mean  Age  (years) 

713 

67.4 

63.8 

Risk  Factors/Case 

0.82 

0.79 

0.83 

Morbidity  (%) 

353 

47.8 

44.1 

Complications/Case 

0.50 

0.74 

0.69 

Mortality  n (%) 

3(1.4) 

4(4.6) 

15(14.6) 

Hospital  Stay  (days) 

15.8 

17.5 

15.1 

Preoperative  risk  factors  (Tables  III  and  X):  Though 
the  morbidity  rate  increased  directly  with  the  number 
of  preoperative  risk  factors,  there  was  no  concomitant 
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Table  X 

PREOPERATIVE  RISK  FACTORS 


Number  of  Risk  Factors 
None  One  J>  Two 

No.  of  Cases 

174 

157 

80 

Morbidity  (%) 

31.0 

44.6 

51.6 

Complications/Case 

0.52 

0.69 

0.78 

Mortality  n(%) 

6(3.4) 

13(83) 

3(3.8) 

Hospital  Stay  (days) 

14.3 

17.8 

16.8 

increase  in  mortality.  Patients  with  one  risk  factor  did 
demonstrate  an  increase  from  3.5%  to  8.3%  as  com- 
pared to  those  with  no  preoperative  risk  factors 

(p<  0.001). 

Mortality  (Tables  IV  and  VI):  By  comparing  the 
patients  who  died  to  those  who  survived,  it  was  deter- 
mined that  the  non-survivors  were  older  (76  versus  66 
years  old)  and  developed  more  non-fatal  complications 
per  case  which  resulted  in  an  increased  morbidity  rate. 
In  addition,  the  hospitalization  lengthened  from  16.0  to 
19.0  days.  However,  the  number  of  preoperative  risk 
factors  per  case  was  not  significantly  different  between 
the  survivors  and  non-survivors. 

Morbidity  (Tables  IV  and  VII):  The  patients  suffering 
at  least  one  or  more  of  the  postoperative  complications 
listed  in  Table  IV  revealed  a higher  number  of  risk  fac- 
tors, mortality,  ileus,  length  of  hospitalization,  and 
average  age  when  compared  to  those  patients  with  no 
postoperative  complications. 

Cardiac  arrhythmias  were  the  most  common  serious 
complication  occurring  postoperatively  (13.4%) 
though  urinary  tract  infection  was  the  most  frequent 
complication  encountered  (15.4%).  The  myocardial 
infarction  rate  was  1.7%.  Cardiopulmonary  complica- 
tions were  seen  in  40%  of  patients  with  pre-existing  car- 
diac disease. 

The  most  frequent  pulmonary  problem  was  atelec- 
tasis, followed  by  pneumonia.  Postoperative  pul- 
monary embolism  occurred  in  three  cases  (0.8%). 
Patients  with  pre-existing  pulmonary  disease  showed  a 
34.5%  incidence  of  postoperative  cardiopulmonary 
complications,  while  the  incidence  was  14.8%  for  those 
patients  smoking  greater  than  one  pack  of  cigarettes 
per  day. 

The  wounds  were  closed  primarily  in  233  cases  with 
an  infection  rate  of  7.3%,  while  the  101  wounds  that 
were  left  open  in  the  operating  room  to  heal  by  secon- 
dary intention  resulted  in  an  infection  rate  of  20.8%. 
Twenty-eight  wounds  were  closed  secondarily  at  4-5 
days  postoperatively  with  an  infection  rate  of  10.7%. 
The  overall  wound  infection  rate  was  16.5%  (10.0%  for 


elective  cases  and  17.4%  for  emergency  cases).  Wound 
complications  occurred  in  25%  of  patients  with 
diabetes  mellitus  and  15.9%  of  steroid-dependent 
patients. 

The  most  common  gastrointestinal  complication  was 
prolonged  ileus  (10.9%).  Intra-abdominal  abscesses 
occurred  in  13  cases  (3.6%).  Length  of  ileus  increased 
significantly  in  patients  with  any  postoperative  com- 
plication (p  < 0.0001),  but  was  not  affected  by  age,  diag- 
nosis, nature  of  surgery,  or  preoperative  risk  factors. 

DISCUSSION 

A general  decrease  in  mortality  after  colorectal  pro- 
cedures has  been  noted  despite  the  overall  increased 
age  of  patients  presenting  for  surgery.  The  present 
study  reflects  a high  percentage  of  geriatric  patients 
(74%  were  greater  than  60  years  of  age),  yet  the  over- 
all mortality  rate  of  5.3%  (3.4%  for  elective  cases  and 
12.0%  for  emergency  cases)  compared  favorably  with 
other  reported  series  of  younger  patients  in  the  litera- 
ture. Boyd  et.  al.,  in  a review  of  357  patients  over  50 
years  of  age,  reported  a morbidity  rate  of  33%  and  a 
mortality  rate  of  4.8%.2 

When  different  factors  were  evaluated  in  the  various 
age  groups,  it  was  noted  that  morbidity  increased 
directly  with  age,  though  mortality  increased  only  in 
those  patients  greater  than  80  years  of  age.  The  num- 
ber of  preoperative  risk  factors  increased  with  age  until 
60  years.  Though  the  number  of  risk  factors  were  iden- 
tical in  those  patients  in  the  seventh  and  ninth  decades, 
the  morbidity  and  mortality  were  increased  in  the  older 
patients.  This  agrees  with  Irvin’s  conclusion  that  age 
influences  the  outcome  in  colorectal  surgery.3  In  that 
study  patients  older  than  70  years  of  age  had  a higher 
operative  risk  than  younger  patients  presenting  with  the 
same  emergent  operative  indications. 

In  the  present  study,  the  morbidity,  but  not  the  mor- 
tality, increased  directly  with  the  number  of  risk  factors 
per  patient.  Our  data  somewhat  disagrees  with  Boyd’s 
study2  in  which  both  the  postoperative  morbidity  and 
mortality  correlated  more  with  the  pre-existing  medi- 
cal condition  of  the  patient  rather  than  the  actual  age. 
We  agree  that  the  physiologic  age  is  important,  however 
there  is  a well-recognized  progressive  decline  in 
physiologic  reserve  and  a compromised  ability  of  the 
aged  patient  to  respond  to  trauma  and  surgery.4,5  This 
leads  to  a higher  morbidity  thus  a longer  postoperative 
recovery  period  and  hospitalization.  Patients  greater 
than  80  years  of  age  apparently  could  not  impede  the 
progression  of  postoperative  complications  as 
demonstrated  in  a higher  mortality  rate  in  this  age 
group. 

Patients  with  diverticular  disease  demonstrated  a 
higher  morbidity  rate  as  compared  to  those  with  can- 
cer. This,  along  with  the  longer  hospitalization  period, 
can  be  explained  by  the  infectious  nature  of  diverticular 
disease.  There  was  no  difference  in  the  number  of 
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preoperative  risk  factors  in  these  two  groups  to  account 
for  the  difference  in  morbidity.  However,  of  all 
patients  studied,  28  were  steroid-dependent,  and  this 
should  contribute  to  the  high  overall  morbidity  ob- 
served, especially  septic  complications. 

The  highest  mortality  was  seen  in  patients  with  vol- 
vulus. In  these  15  cases,  a 26.7%  mortality  was  ob- 
served. This  compares  to  the  literature  in  which  an 
overall  mortality  among  810  patients  with  sigmoid  vol- 
vulus from  29  American  series  was  24.7%.6 

Our  study  confirms  the  growing  geriatric  population 
presenting  for  colorectal  surgery  in  our  rural  com- 
munity hospital  experience.  It  should  be  recognized 
that  although  better  care  has  improved  the  operative 
risks  in  elderly  patients,  their  ability  to  react  to  trauma 
and  operative  stress  is  still  generally  compromised, 
though  their  surgical  prognosis  favorably  compares 
with  other  reported  series  in  the  literature.  An  aggres- 
sive attitude  with  emphasis  on  early  diagnosis  and  elec- 
tive surgery  may  be  necessary  to  further  improve  the 
surgical  prognosis  of  these  patients. 
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EMERGENCY  PHYSICIANS 

South  Dakota:  Expanding  physician- 
owned  emergency  group  has  opening 
for  full-time  career-oriented  emergen- 
cy physicians  in  South  Dakota.  Excel- 
lent benefits  including  malpractice,  dis- 
ability, health  insurance,  profit  shar- 
ing, etc.  Flexible  work  schedules,  ex- 
cellent working  and  living  conditions. 

Contact:  Donald  Kougl,  M.D. 

(307)  632-1436 

or  send  CV  to:  EMP,  P.C. 

P.O.  Box  805 
Cheyenne,  WY 
82003-0805 


General/Farrsily 

Practitioner 

PROGRESSIVE  COMMUNITY  in  Northeast 
South  Dakota  has  a position  open  for  a gen- 
eral practitioner  or  family  practitioner  for 
full  time  solo  practice.  Guaranteed  income 
plus  generous  benefits  including  paid  mal- 
practice. Satellite  clinic  to  multihospital  sys- 
tem. No  night  or  weekend  call.  Send  CV  to: 

Mr.  Kim  Erb,  Administrative  Director 
Clinical  Services 
1400- 15th  Avenue,  NW 
Aberdeen,  SD  57401 
Phone:  (605)  622-3489 
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Physicians  Needed 

General  Surgeon,  Family  Practitioner  and 
Internist  to  join  eight  doctor  clinic  in  Cloquet, 
MN,  a community  of  1 2,000  (30,000  service 
area),  located  20  minutes  from  Duluth-Su- 
perior. Clinic  facility  is  located  one  block 
from  modern,  well  equipped  77-bed  hospi- 
tal. Cloquet  enjoys  a stable  economy  (forest 
products).  Additionally,  our  community  is 
noted  for  its  excellent  school  system.  First 
year  salary  guarantee,  paid  malpractice, 
health  and  disability  insurance,  vacation  and 
study  time. 

Contact:  John  Turonie,  Administrator 
Raiter  Clinic,  LTD 
417  Skyline  Boulevard 
Cloquet,  MN  55720 
Phone:  (218)  879-1271 


PSYCHIATRIC  RESIDENCY  POSITION 
AVAILABLE 

The  University  of  South  Dakota  School  of  Medicine 
has  a second  year  psychiatric  residency  position  avail- 
able, starting  anytime  up  to  December  1,  1988.  We 
have  a good  group  of  first  and  third  year  residents,  but 
need  another  second  year  resident.  Our  strengths  in- 
clude all  aspects  of  clinical  psychiatry  and  community 
mental  health.  For  further  information  please  con- 
tact: 

K-Lynn  Paul,  MD 

Director  of  Psychiatric  Residency  Training 

USD  School  of  Medicine 

Department  of  Psychiatry 

800  E.  21st  Street 

Sioux  Falls,  SD  57101 

Phone:  (605)  339-6785 


OUTSTANDING  INCOME 
GUARANTEE 

LOOKING  FOR  TWO  FAMILY  PRACTICE  PHY- 
SICIANS TO  JOIN  OUR  GROUP  OF  SIX  FAM- 
ILY PRACTICE  PHYSICIANS  IN  A RAPIDLY 
GROWING,  AGGRESSIVE  PRACTICE.  NEW 
CLINIC.  COLLEGE  TOWN.  EXCEPTIONAL 
SUPPORT  STAFF. 


CONTACT: 

HARVEY  J.  HART,  MD 
DENNIS  C.  DECKER,  ADMINISTRATOR 

CirttfL 

Center 

1440  15th  Ave  N W • Aberdeen,  SD  57401 
Phone  (605)  226-3536 


Physician  Needed 

Montana.  Board  certified  FP  seeks  part- 
ner with  interests  in  obstetrics  and  rural 
medicine  to  join  busy  practice  in  south- 
east Montana.  Modern,  well-equipped 
office  conveniently  located  on  hospital/ 
NH  campus.  First-year  income  guaran- 
tee, paid  malpractice,  relocation  assist- 
ance, and  other  benefits.  Enjoy  comforts 
of  friendly  small  community  living  and 
recreation  that  only  Montana  can  offer! 
Send  CV  to: 

Cynthia  Lacro 
PROSEARCH 

305  N.E.  102nd  Avenue 
Portland,  Oregon  97220 
(800)  237-6906 
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Jacquelyn  Gunnarsom,  President,  South  Dakota  State 
Medical  Association  Auxiliary 

Communication...The  Key  to  Being 
Understood 

Do  you  remember  a game  that  was  sometimes 
played  at  a birthday  party  when  you  were 
younger,  called  ... Telephone ? 

Everyone  would  be  lined  up  and  the  first  person 
would  whisper  something  into  the  ear  of  the  one  beside 
them,  who  would  then  do  the  same  to  the  next.. .and  so 
on.  By  the  time  the  message  was  repeated  at  the  end, 
it  was  never  the  same  as  what  was  started  at  the  begin- 
ning, or  even  what  may  have  been  heard  somewhere 
along  the  way. 

This  is  the  first  of  what  is  to  be  a monthly  page  for  the 
South  Dakota  Journal  of  Medicine , during  my  presiden- 
tial year.  The  message  that  I am  sharing  at  the  begin- 
ning is:  "Communication.. .The  Key  to  being  Under- 
stood." The  way  that  my  thoughts  will  be  understood 
along  the  way,  depends  on  how  they  are  received  and 
applied  in  each  one  of  your  lives. 

As  I reflect  back  on  30  years  of  marriage,  I am 
reminded  of  the  importance  that  communication  takes 
throughout  all  of  our  relationships. 

For  the  first  twelve  years  of  our  marriage,  my  husband 
was  preparing  for  his  profession,  in  the  field  of 
medicine,  while  I earned  my  PHT  (Putting  Helpmate 
Through)  degree. 

Beginning  with  that  freshman  year  in  medical  school, 
1 soon  realized  that  I had  married  a man  with  a 


mistress.. .Medicine!  I needed  to  discover  ways  to  be- 
come better  informed  concerning  my  competition.  For 
me,  this  meant  taking  an  active  role  in  an  organization 
which  was  an  auxiliary  support  system.  During  our  days 
at  USD  Medical  School,  Gunnar  represented  the 
SAMA  (Student  American  Medical  Association)  as 
delegate  to  the  national  meeting,  in  Los  Angeles.  I was 
chosen  to  attend  as  his  roommate  and  represent  the 
WASAMA  (Women’s  Auxiliary  to  the  Student 
American  Medical  Association)  at  the  same  time. 

Gunnar  received  his  MD  degree,  from  the  University 
of  Wisconsin,  and  my  involvement  with  auxiliary  there 
was  as  president  of  WASAMA,  plus  beginning  a 
newsletter,  for  better  communication  among  the  stu- 
dent wives. 

During  Gunnar’s  ENT  residency  at  the  University  of 
Minnesota,  I served  as  president  of  the  resident’s  wives 
and  also  started  another  newsletter. 

When  returning  to  South  Dakota,  I wrote  a newslet- 
ter for  the  District  Nine  Medical  Auxiliary  in  Rapid 
City.  Then  I started  the  District  Seven  newsletter  in 
Sioux  Falls,  and  continued  this  for  five  years.  After  my 
second  year  as  district  president,  I changed  the  newslet- 
ter into  a presidential  responsibility  for  an  avenue  of 
communication  throughout  the  district. 

In  many  of  these  situations,  I identify  with  Johnny  Ap- 
pleseed,  who  planted  the  seeds  and  then  moved  on, 
leaving  others  to  watch  growth  and  enjoy  the  fruit. 

After  being  the  editor  of  the  South  Dakota  Medical 
Auxiliary  Newsletter  (SoDak  News)  since  1977, 1 would 
like  to  take  this  opportunity  to  publicly  thank  each  one 
in  the  South  Dakota  State  Medical  Association  for  their 
continuing  financial  support  in  the  printing  and  postage 
budget  for  our  newsletter.  Because  of  your  faithfulness 
to  us,  we  have  been  better  able  to  communicate  with 
those  who  are  the  spouse  or  widow  of  a physician,  and 
the  spouse  of  a physician-in-training. 

The  following  statement  has  been  attributed  to  com- 
munication in  marriage:  "I  know  you  believe  you  under- 
stand what  you  think  I said.. .but  I’m  not  sure  you  real- 
ize that  what  you  heard  is  not  what  I meant!" 

In  how  many  areas  of  your  life  can  this  be  applied? 

# 
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We’re  here  for  you,  toll-free. 
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This  Is  Your  Medical  Association 


Joseph  Hamm,  MD,  Sturgis  and  David  Yecha,  MD, 
Gettysburg,  have  completed  continuing  education  re- 
quirements to  retain  active  membership  in  the 
American  Academy  of  Family  Physicians. 

Dr.  Dan  Rath,  a third  year  resident  at  the  Sioux  Falls 
Family  Practice  Center,  attended  the  16th  annual  meet- 
ing for  the  North  American  Primary  Care  Research 
Group  in  Ottawa  Canada.  Dr.  Rath’s  research  project 
and  presentation  entitled  "Prevalence  of  Female  Abuse 
by  a Male  Partner  in  a Primary  Care  Clinic  Population" 
received  the  third  place  award  in  the  category  of  Resi- 
dent and  Medical  Student  Research. 

Midwest  Back  Center  of  Sioux  Falls  announces  that  Dr. 
Joseph  R.  Cass  has  been  elected  a member  of  the 
American  Spinal  Injury  Association.  This  organization 
is  dedicated  to  the  prevention  and  rehabilitation  of  in- 
juries and  diseases  of  the  spine. 

Willis  Stanage,  MD,  Yankton,  has  received  the  1988 
C.B.  Alford  Award  from  the  South  Dakota  Department 
of  Health.  The  award  is  presented  annually  to  a South 
Dakota  physician  who  has  made  outstanding  contribu- 
tions to  public  health  through  service  in  medical  educa- 
tion, private  practice,  and  public  service. 

Dr.  Stanage  was  born  in  Mission  Hill,  South  Dakota 
and  was  the  first  pediatrician  in  the  entire  Yankton 
area.  He  has  been  on  the  faculty  of  the  University  of 
South  Dakota  School  of  Medicine  for  30  years.  He  has 
served  as  associate  dean/professor  and  chairman  of  the 
Department  of  Pediatrics  and  Adolescent  Medicine. 
He  was  instrumental  in  getting  the  school  accredited  as 
a four  year  degree  granting  institution.  He  is  active  in 
a number  of  professional  organizations  working  to  im- 
prove the  health  of  children  and  also  is  actively  involved 
in  improving  health  care  for  Native  Americans. 

The  University  of  South  Dakota  School  of  Medicine  has 
appointed  Dr.  David  Smith,  associate  professor  of 
family  medicine,  to  membership  on  the  Board  of  Direc- 
tors of  the  American  Medical  Directors  Association,  a 
group  that  represents  medical  directors  of  nursing 
homes  and  other  long-term  care  facilities. 


Richard  Hardie,  MD,  Brian  Hurley,  MD  and  David 
Rossing,  MD  pulmonologists  at  Central  Plains  Clinic, 
Sioux  Falls,  have  received  notification  that  they  have 
passed  the  examination  certifying  special  competence 
in  critical  care  medicine  given  by  the  American  Board 
of  Internal  Medicine. 

McKennan  Hospital,  Sioux  Falls,  announces  that  Bruce 
Ogden,  MD,  a neonatology  and  pediatric  specialist  has 
joined  the  staff  as  medical  director  of  the  Intensive  Care 
Nursery.  Dr.  Ogden  came  to  Sioux  Falls  from  Tulsa, 
Oklahoma.  He  was  born  in  Oakland,  California; 
received  his  medical  degree  from  the  University  of 
Utah  School  of  Medicine,  Salt  Lake  City  in  1978;  com- 
pleted his  residency  in  pediatrics  at  the  University  of 
Utah  affiliated  hospitals  in  1980  and  received  a fellow- 
ship in  neonatology  at  the  University  of  New  Mexico 
School  of  Medicine  in  Albuquerque  in  1982.  He  has 
served  on  the  staffs  of  Cedars-Sinai  Medical  Center, 
Los  Angeles;  Memorial  Hospital,  Colorado  Springs 
and  most  recently,  St.  John’s  Medical  Center  in  Tulsa. 

The  University  of  South  Dakota  School  of  Medicine  has 
announced  the  selection  of  South  Dakota  as  a tour  site 
for  a delegation  of  Soviet  physicians  this  spring.  The 
tour,  sponsored  by  the  School  of  Medicine,  the  Seventh 
District  Medical  Society  and  the  Physicians  for  Social 
Responsibility,  is  the  first  of  its  kind  for  South  Dakota 
and  rural  America.  # 


YOUR  CONTRIBUTION 
IS  NEEDED  TO  THE 
SOUTH  DAKOTA 
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I IHUCATION  TAKES 

MOISEY 

| — Lots  and  Lots  of 

Money — 

The  primary  purpose  of  the  South  Dakota  Med- 
ical School  Endowment  Association  is  to  pro- 
vide low  interest  (6%)  loans  to  medical  students 
who  are  attending  the  University  of  South  Da- 
kota School  of  Medicine.  In  the  past  four  years 
we  have  increased  available  loan  money  from 
$21,000  to  $45,000  for  1988.  Student  needs  are 
increasing  each  year,  reflected  by  the  increase 
in  the  number  of  loans  from  14  to  72.  More 
contributions  are  needed  to  ensure  continued 
growth  in  our  loan  assistance. 

WE  JVEED  YOl/R  HELP 

All  contributions  are  used  to  provide  loans  to 
South  Dakota  s medical  students  unless  you  specify 
otherwise. 

Please  send  your  contributions  to: 

South  Dakota  Medical  School  Endowment  Association 
1323  S.  Minnesota  Ave. 

Sioux  Falls,  SD  57105 
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Council  Meeting  Highlights 


The  Council  of  the  South  Dakota  Medical  Associa- 
tion met  on  Friday,  April  15, 1988.  Following  are  items 
of  business  transacted  at  this  meeting. 

1.  CONTRIBUTION  TO  SOUTH  DAKOTA  CEN- 
TENNIAL PROJECT.  Action  was  taken  to  provide 
financial  support  not  to  exceed  $2,000  for  the  pur- 
chase of  materials  to  be  used  in  the  renovation  of  the 
"Doctor  of  the  Day"  room  at  the  State  Capitol. 

2.  AWARD  PRESENTATION  TO  TAMARA 
GERLACH,  USDSM  STUDENT.  Dr.  Ferrell 
presented  a plaque  from  the  American  Medical  As- 
sociation to  Tamara  Gerlach  in  recognition  of  her  ef- 
forts in  recruiting  46  new  student  members  during 
the  last  year. 

3.  HONORARY  LIFE  MEMBERS.  The  following 


The  Dodson  Dividend  Plan 


Members  of  SDSMA 
received  a dividend  of 
31.79%  in  1987. 

At  Dodson,  we  want  you  to  earn 
the  highest  return  of  premium 
possible  each  year  on  your  workers' 
compensation  insurance. 

Let  our  Plan  work  for  you,  too! 

1-800-825-3760 

Ext.  2990 


underwritten.  Casualty  Reciprocal  Exchange 
member  Dodson  Group 


9201  State  Line  Rd.  • Kansas  City,  MO  64114 


physicians  were  elected  to  honorary  life  membership 
in  the  State  Medical  Association:  Joseph  Hamm, 
MD  and  Donald  Kelley,  MD  of  Rapid  City;  Warren 
Reinoehl,  MD,  Custer;  John  Hermanson,  MD, 
Brandon;  Duane  Greenfield,  MD  and  John  Gregg, 
MD  of  Sioux  Falls;  and  James  Reagan,  MD,  Garret- 
son. 

4.  DISTRICT  MEMBERSHIP  PROCEDURE  FOR 
REVIEWING  AND  APPROVING  NEW  MEM- 
BER APPLICATIONS.  The  Council  directed  that 
a letter  be  sent  to  the  councilors  in  each  district,  with 
a copy  to  the  district  secretary,  stressing  the  impor- 
tance of  approving  membership  applications  on  a 
timely  basis,  with  suggestions  on  how  this  can  be  ac- 
complished. # 


The  PHYSICIAN 
REHABILITATION 
PROGRAM  of  the  South 
Dakota  State  Medical 
Association 

1323  S.  Minnesota  Ave. 

Sioux  Falls,  SD  57105 
(605)  336-1965 

Designed  to  help  physicians  addicted 
to  alcohol  and/or  other  drugs  as  well 
as  those  with  emotional  and 
psychiatric  disorders. 

All  referrals  and  information  remains 
confidential. 
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Ft mure  Meetings 


July 

FIFTH  ANNUAL  RAMSEY  TRAUMA  CONFERENCE,  St. 
Paul -Ramsey  Med.  Ctr.,  St.  Paul,  MN,  July.  16  hrs.  AMA 
Category  I credit.  Contact:  Ruth  McIntyre,  CME,  St.  Paul- 
Ramsey  Med.  Ctr.,  640  Jackson  St.,  St.  Paul,  MN  55101. 
Phone:  (612)  221-3992. 

SURGERYFOR  THE  PRIMARY  CARE  PHYSICIAN,  Grand 
View  Lodge,  Brainerd,  MN,  July  8-10.  Contact:  CME,  U.  of 
Minn.,  Box  202  UMHC,  420  Delaware  St.,  SE,  Minneapolis, 
MN  55455.  Phone:  (612)  626-5525. 

LASER  SURGERY  IN  GYNECOLOGY,  U.  of  Minn.,  Min- 
neapolis, MN,  July  15-16.  Contact:  CME,  U.  of  Minn.,  Box 
202  UMHC,  420  Delaware  St.,  SE,  Minneapolis,  MN  55455. 
Phone:  (612)  626-5525. 

August 

EXECUTIVE  SYMPOSIUM  ON  HEALTH  CARE 
MANAGEMENT,  Four  Seasons  Hotel,  Vancouver,  British 
Columbia,  Aug.  23-26.  Fee:  $935.  28  hrs.  CME  credits  avail. 
Contact:  The  American  Academy  of  Medical  Directors,  4830 
W.  Kennedy  Blvd.,  Suite  648, Tampa,  FL  33609-2517.  Phone: 
(813)  287-2000. 

TEACHING  GERIATRIC  MEDICINE,  U.  of  Minn.,  Min- 
neapolis, MN,  Aug.  25-27.  Contact:  CME,  U.  of  Minn.,  Box 
202  UMHC,  420  Delaware  St.,  SE,  Minneapolis,  MN  55455. 
Phone:  (612)  626-5525. 


SIXTH  ANNUAL  OCCUPATIONAL  HEALTH  & SAFETY 
INSTITUTE,  Earl  Brown  Center,  U.  of  Minn.,  St.  Paul,  MN, 
Sept.  8-21.  AMA  Category  I credit  avail.  Contact:  Ruth  Mc- 
Intyre, Midwest  Ctr.  for  Occupational  Health  & Safety,  640 
Jackson  St.,  St.  Paul,  MN  55101.  Phone:  (612)  221-3992. 

NUTRITION  THROUGHOUT  THE  LIFESPAN,  A SYM- 
POSIUM FOR  HEALTH  PROFESSIONALS,  Alameda  Plaza 
Hotel,  Kansas  City,  MO,  Sept.  29.  AMA  Category  I credit 
avail.  Contact:  David  S.  Baldwin,  MPA,  U.  of  Kansas  Med. 
Ctr.,  Off.  of  Cont.  Educ.,  39th  & Rainbow  Blvd.,  Kansas  City, 
KS  66103.  Phone:  (913)  588-4488. 

November 

FIFTY-SIXTH  ANNUAL  POSTGRADUATE  ASSEMBLY, 

Red  Lion  Inn,  Omaha,  NE,  Nov.  3-5.  Contact:  Lorraine 
Seibel,  Exec.  Sec.,  Omaha  Mid-West  Clinical  Society,  7363 
Pacific  St.,  #205-B,  Omaha,  NE  68114.  Phone:  (402)  397- 
1443. 


USD  SCHOOL  OF  MEDICINE  INTERDISCIPLINARY 
CONFERENCES  are  held  on  the  3rd  Saturday  of  each 
month,  from  10:00  a.m.-12:00  noon.  These  conferences 
originate  at  the  School  of  Medicine  in  Sioux  Falls  and  are 
videotaped  to  each  School  of  Medicine  location  in  the  state. 


# 


LASER  SURGERY  IN  OTOLARYNGOLOGY  AND  PUL- 
MONARY MEDICINE,  U.  of  Minn.,  Minneapolis,  MN,  Aug. 
26-27.  Contact:  CME,  U.  of  Minn.,  Box  202  UMHC,  42f- 
Delaware  St.,  SE,  Minneapolis,  MN  55455.  Phone:  (612) 
626-5525. 


September 

20th  ANNUAL  RESPIRATORY  CARE  POSTGRADUATE 
SYMPOSIUM  RESPIRA  TORY  EMERGENCIES:  A MULTI- 
DISCIPLINARY APPROACH,  Doubletree  Hotel,  Overland 
Park,  KS,  Sept.  1-2.  AMA  Category  I & AAFP  credit  avail. 
Contact:  David  Baldwin,  MPA,  U.  of  Kansas  Med.  Ctr.,  Off. 
of  Cont.  Educ.,  39th  & Rainbow  Blvd.,  Kansas  City,  KS 
66103.  Phone:  (913)  588-4488. 
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A better  alternativ 
for  hypertensives  m 
are  going  bananas, 


Spare  your  patients  the  extra  cost- 
in  calories,  sodium  and  dollars. 

k Spare  your  patients  the  rigors  of 
1 dietary  h+ supplementation. 


25mg  Mydrochlorothiazide/50 mg  Triamterene/SKF 

Effective  antihypertensive * 
therapy...without 
the  bananas 

DAW 

'DYAZIDE'  A5  WRITTEN. 


Not  lor  initial  therapy.  See  brief  summary. 


without  a history  of  allergy  or  bronchial  asthma.  Possible 
exacerbation  or  activation  of  systemic  lupus  erythematosus  has 
been  reported  with  thiazide  diuretics. 

Precautions:  The  bioavailability  of  the  hydrochlorothiazide 
component  ol  Vy azide 1 is  about  50%  of  the  bioavailability  of  the 
single  entity.  Theoretically,  a patient  transferred  from  the  single 
entities  of  triamterene  and  hydrochlorothiazide  may  show  an 
increase  in  blood  pressure  or  fluid  retention.  Similarly,  it  is  also 
possible  that  the  lesser  hydrochlorothiazide  bioavailability  could 
lead  to  increased  serum  potassium  levels.  However,  extensive 
clinical  experience  with  'Dyazide ' suggests  that  these  conditions 
have  not  been  commonly  observed  in  clinical  practice.  Angio- 
tensin-converting enzyme  (ACE)  inhibitors  can  elevate  serum 
potassium:  use  with  caution  with  ‘Dyazide '.  Do  periodic  serum 
eleclrolyle  determinations  (particularly  important  in  patients 
vomiting  excessively  or  receiving  parenteral  tluids,  and  during 
concurrent  use  with  amphotericin  B or  corticosteroids  or 
corticotropin/ACTH)).  Periodic  BUN  and  serum  creatinine 
determinations  should  be  made,  especially  in  the  elderly,  diabetics 
or  those  with  suspected  or  confirmed  renal  insufficiency. 
Cumulative  effects  ol  the  drug  may  develop  in  patients  with 
impaired  renal  function.  Thiazides  should  be  used  with  caution  in 
patients  with  impaired  hepatic  function.  They  can  precipitate  coma 
in  patients  with  severe  liver  disease.  Observe  regularly  for  possible 
blood  dyscrasias.  liver  damage,  other  idiosyncratic  reactions. 
Blood  dyscrasias  have  been  reported  in  patients  receiving 
triamterene,  and  leukopenia,  thrombocytopenia,  agranulocytosis, 
and  aplastic  and  hemolytic  anemia  have  been  reported  with 
thiazides.  Thiazides  may  cause  manifeslation  of  latent  diabetes 
mellitus.  The  effects  of  oral  anticoagulants  may  be  decreased 
when  used  concurrently  with  hydrochlorothiazide ; dosage 
adjustments  may  be  necessary.  Clinically  insignificant  reductions 
in  arterial  responsiveness  to  norepinephrine  have  been  reported.  ■ 
Thiazides  have  also  been  shown  to  increase  the  paralyzing  ettecl 
ol  nondepolarizing  muscle  relaxanls  such  as  lubocurarine. 
Triamterene  is  a weak  folic  acid  antagonist . Do  periodic  blood 
studies  in  cirrhotics  with  splenomegaly.  Antihypertensive  effects 
may  he  enhanced  in  posl-sympathectomy  patients.  Use  cau- 
tiously in  surgical  patients.  Triamterene  has  been  found  in  renal 
stones  in  association  with  the  other  usual  calculus  components. 
Therefore,  'Dyazide ' should  be  used  with  caution  in  patients  with 
histories  ot  stone  lormalion.  A tew  occurrences  ot  acute  renal 
taiiure  have  been  reported  in  patients  on  ‘Dyazide ' when  treated 
with  indomethacm.  Therefore,  caution  is  advised  in  administering 
nonsteroidal  anli-intlammalory  agents  with  'Dyazide The 


following  may  occur:  transient  elevated  BUN  or  creatinine  or  both, 
hyperglycemia  and  glycosuria  (diabetic  insulin  requirements  may 
be  altered),  hyperuricemia  and  gout,  digitalis  intoxication  (in 
hypokalemia),  decreasing  alkali  reserve  with  possible  metabolic 
acidosis.  'Dyazide ' interferes  with  fluorescent  measurement  of 
quinidine.  Hypokalemia  is  uncommon  with  Dyazide but  should  it 
develop,  corrective  measures  should  be  taken  such  as  potassium 
supplementation  or  increased  dietary  intake  ot  potassium-rich 
foods.  Corrective  measures  should  be  instituted  cautiously  and 
serum  potassium  le</els  determined.  Discontinue  corrective 
measures  and  Dyazide ' should  laboratory  values  reveal  elevated 
serum  potassium:  Chloride  deficit  may  occur  as  well  as  dilutional 
hyponatremia.  Concurrent  use  with  chlorpropamide  may  increase 
the  risk  of  severe  hyponatremia.  Serum  PBI  levels  may  decrease 
without  signs  of  thyroid  disturbance.  Calcium  excretion  is 
decreased  by  thiazides.  Dyazide ' should  be  withdrawn  before 
conducting  tests  lor  parathyroid  function.  Thiazides  may  add  to  or 
potentiate  the  action  of  other  antihypertensive  drugs.  Diuretics 
reduce  renal  clearance  ot  lithium  and  increase  the  risk  of  lithium 
toxicity 

Adverse  Beactions:  Muscle  cramps,  weakness,  dizziness, 
headache,  dry  mouth:  anaphylaxis,  rash,  urticaria,  photosensi- 
tivity, purpura,  other  dermatological  conditions:  nausea  and 
vomiting,  diarrhea,  conslipalion.  other  gastrointestinal  distur- 
bances: postural  hypotension  (may  be  aggravated  by  alcohol, 
barbiturates,  or  narcotics).  Necrotizing  vasculitis,  paresthesias, 
icterus,  pancreatitis,  xanthopsia  and  respiratory  distress  including 
pneumonitis  and  pulmonary  edema,  transient  blurred  vision, 
sialadenitis,  and  vertigo  have  occurred  with  thiazides  alone 
Triamterene  has  been  found  in  renal  stones  in  association  with 
other  usual  calculus  components.  Bare  incidents  of  acute 
interstitial  nephritis  have  been  reported  Impotence  has  been 
reported  in  a lew  patients  on  Dyazide  ',  although  a causal 
relationship  has  not  been  established. 

Supplied:  Dyazide  ’ is  supplied  as  a red  and  white  capsule,  in 
bottles  of  1000  capsules:  Single  Unit  Packages  (unit-dose)  ol 
100  (intended  lor  institutional  use  only):  in  Patient-Pakm  unit- 
of-use  bottles  ol  100. 

BRS-DZ:L45 


Before  prescribing,  see  complete 
prescribing  information  in 
SK&F  CO.  literature  or  PDR. 
The  following  is  a brief  summary. 


WARNING 

This  drug  is  not  indicated  for  initial  therapy  ol  edema  or 
hypertension.  Edema  or  hypertension  requires  therapy 
titrated  lo  the  individual.  II  this  combination  represents  the 
dosage  so  determined,  its  use  may  be  more  convenient  in 
patient  management.  Treatment  ol  hypertension  and  edema 
is  not  static,  hut  must  be  reevaluated  as  conditions  in  each 
patient  warrant. 


Contraindications:  Concomitant  use  with  other  potassium- 
sparing  agents  such  as  spironolactone  or  amiloride.  Further  use 
in  anuria,  progressive  renal  or  hepatic  dysfunction,  hyperkalemia. 
Pre-exisling  elevated  serum  potassium.  Hypersensitivity  to  either 
component  or  other  sullonamide-derived  drugs. 

Warnings:  Do  not  use  potassium  supplements,  dietary  or 
otherwise,  unless  hypokalemia  develops  or  dietary  intake  ot 
potassium  is  markedly  impaired.  II  supplementary  potassium  is 
needed,  potassium  tablets  should  not  be  used.  Hyperkalemia  can 
occur,  and  has  been  associated  with  cardiac  irregularities.  It  is 
more  likely  in  the  severely  ill.  with  urine  volume  less  than  one  liter/ 
day.  the  elderly  and  diabetics  with  suspected  or  confirmed  renal 
insufliciency.  Periodically,  serum  K ' levels  should  be  determined. 
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In  the  depressed  and  anxious  patient 

See  Improvement  In  The  First  Wee1 

And  The  Weeks  That  Follow 

74%  of  patients  experienced  improved  sleep 
after  the  first  As  dose1 

First-week  reduction  in  somatic  symptoms 

Percentage  of  Reduction  in  Individual  Somatic 
During  First  Week  of  Limbitrol  Therap; 


Caution  patients  about  the  combined  effects  of 
Limbitrol  with  alcohol  or  other  CNS  depres- 
sants and  about  activities  requiring  complete 
mental  alertness,  such  as  operating  machinery 
or  driving  a car.  In  general,  limit  dosage  to  the 
lowest  effective  amount  in  elderly  patients. 
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VOMITING  NAUSEA  HEADACHE  ANOREXIA  CONSTIPATION 
♦Patients  often  presented  with  more  than  one  somatic  symptom. 
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Renal  Oncocytoma 

The  case  report  of  a renal  oncocytoma  surgically  resected  five  years  after  initial  evaluation  is 
presented  and  the  literature  is  reviewed. 

John  A.  Ochsner,  MD1 * * * 
Karla  Kenefick  Murphy,  MD“ 


ABSTRACT 

The  clinical,  radiologic,  gross  and  microscopic  findings  in  a case  of  renal  oncocytoma  are  reported.  The  diag- 
nosis of  renal  oncocytoma  has  important  clinical  and  prognostic  implications  as  the  neoplasm  typically  exhibits 
benign  biologic  behavior.  The  tumor  can  be  extremely  iarge  at  the  time  of  presentation. 

The  patient  presented  is  a sixty  one  year  old  male  who  underwent  nephrectomy  at  Sioux  Valley  Hospital  five 
years  after  the  initial  diagnosis  of  a large  renal  mass.  The  clinical  behavior  and  pathologic  findings  confirm  the 
benign  nature  of  this  lesion. 


Renal  oncocytoma  is  a rare  neoplasm  composed  of 
oncocytes  which  are  small  uniform  tumor  cells 
with  distinctive  eosinophilic  granular  cytoplasm.  On- 
cocytomas have  been  described  in  many  organs  includ- 
ing the  salivary  gland,  thyroid,  parathyroid,  lacrimal 
glands,  lung,  pituitary,  pancreas  and  adrenal  cortex.1 
The  incidence  of  renal  oncocytoma  in  reported  series 
has  ranged  from  3.01%  to  14. 6%2, 3,4,5  of  renal 
parenchymal  tumors.  Cases  of  bilaterality  and  of  mul- 
tifocal origin  of  renal  oncocytomas  have  been 
reported.6,  ’ Reported  tumor  size  has  ranged  from 
tiny  microscopic  foci  of  oncocytes  to  large  tumors 
measuring  up  to  26  cm  in  diameter.9  The  tumor  has 
generally  benign  biologic  behavior  as  has  been  docu- 
mented in  a number  of  case  reports.10,11,12,13 

Preoperative  assessment  can  be  quite  valuable.  The 
specific  findings  that  suggest  this  diagnosis  pre-opera- 
tively  have  been  described  in  the  angiographic  litera- 
ture by  Ambos,  et  al.14  The  features  include  "(1) 
Spoke-wheel  configuration  of  vessels;  (2) 
Homogeneous  capillary  nephrogram  phase;  (3)  Sharp, 
smooth  margin  with  capsule;  and  (4)  No  wild,  clearly 
neoplastic  vessels  nor  marked  heterogeneous  capillary- 
nephrogram  phase  nor  poorly  defined  margination." 
Though  these  findings  may  not  be  sufficient  in  all  cases 
to  distinguish  an  oncocytoma  from  the  classic  hyper- 


1  Department  of  Urology,  Central  Plains  Clinic,  Sioux  Falls, 

SD. 

Department  of  Pathology,  Dakota  Midland  Hospital,  Aber- 

deen, SD. 


nephroma,  they  may  be  helpful  in  the  management  of 
specific  cases.  Quinn  et  al  have  described  the  charac- 
teristic CT  scan  of  renal  oncocytomas.15  This  consists 
of  a stellate  scar  usually  at  the  center  of  an  otherwise 
homogeneous  tumor.  This  central  scar  was  noted  in 
five  of  fifteen  cases. 

Our  interest  in  this  neoplasm  was  aroused  by  a case 
with  an  unusual  presentation. 

CLINICAL  SUMMARY 

In  1985,  a 61  year  old  white  male  underwent  evalua- 
tion for  complaints  of  fatigue.  The  patient  also  com- 
plained of  gradual  weight  loss  despite  a vigorous  ap- 
petite. Review  of  his  past  medical  history  revealed  that, 
in  1980,  the  patient  had  been  evaluated  at  another  in- 
stitution for  weight  loss.  A large  left  renal  mass  was 
noted  at  that  time.  The  patient  had  no  symptoms  of 
flank  pain  or  hematuria.  An  arteriogram 
demonstrated  a "grapefruit"  sized  tumor  with  a radial 
vascular  pattern  (Fig.  1).  Surgery  was  suggested  but  the 
patient  refused.  No  radiation  or  chemotherapy  was 
given. 

The  physical  examination  demonstrated  a rather 
slender  man  of  5’8"  and  59  kg  (130  lbs).  His  blood  pres- 
sure was  variable  and  recorded  in  the  range  of  154/82 
to  186/98.  Positive  physical  findings  were  limited  to  the 
obvious  abdominal  mass  which  could  be  easily  iden- 
tified on  inspection  while  the  patient  was  in  a supine 
position.  The  mass  did  not  cause  any  pain  or  discom- 
fort and  the  patient  had  had  no  hematuria  or  infection. 
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Figure  1 

Arteriogram  performed  in  1980  at  onset  of  patient’s 
symptoms.  Note  presence  of  "spoke-wheel"  pattern. 


Figure  2 

Abdominal  CT  scan  in  1985  demonstrating  16  cm  solid  mass 

on  left. 


On  palpation,  the  mass  seemed  to  involve  the  entire  left 
side  of  the  abdomen.  All  routine  laboratory  studies 
were  within  normal  limits  including  a hemoglobin  of 
13.4  gm/dl  and  a creatinine  of  0.9  mg%.  His 
electrocardiogram  was  normal  and  a chest  x-ray 
demonstrated  a small  lesion  in  the  right  lower  lung 


field,  which  was  unchanged  when  compared  with  films 
from  1980  and  was  felt  to  represent  a benign  lesion. 
The  arteriographic  x-rays  of  1980  were  reviewed  but 
were  not  repeated.  An  abdominal  CT  scan  verified  the 
presence  of  a 16  cm  solid  mass  involving  most  of  the  left 
side  of  the  abdomen  (Fig.  2).  The  lesion  was  arising 
from  the  kidney,  displayed  a soft  tissue  density,  but 
centrally  showed  some  low  density  activity.  The  CT 
findings  were  interpreted  as  (or  compatible  with)  a 
renal  oncocytoma  as  described  by  Quinn.15  The 
remaining  functioning  portion  of  the  left  kidney  was  ex- 
tremely distorted  by  the  compression  of  the  renal 
tumor.  There  was  no  obvious  evidence  of  any  separate 
distinct  enlarged  lymph  nodes  or  lesions  within  the 
liver.  There  was  also  no  evidence  of  retroperitoneal 
lymphadenopathy.  The  patient  had  a 40  pack/year  his- 
tory of  smoking.  The  remainder  of  the  history  and 
physical  examination  were  within  normal  limits. 

A radical  left  nephrectomy  without  adrenalectomy 
was  performed  on  13  September  1985.  There  was  no 
gross  evidence  of  metastatic  disease  and  tissue  planes 
were  distinct  at  the  time  of  surgery.  The  postoperative 
course  was  complicated  by  hypertension,  anemia  and 
right  lung  atelectasis.  The  patient  was  discharged  on 
the  eighth  post-operative  day  with  a 11  gm% 
hemoglobin  and  Dyazide  to  control  his  hypertension. 
The  patient  is  now  normotensive  without  antihyperten- 
sives. The  patient  is  well  two  years  following  surgery 
without  evidence  of  recurrence  or  metastatic  disease. 

GROSS  PATHOLOGIC  FINDINGS 

Received  from  surgery  was  a kidney  (7x5x5  cm) 
with  a well-circumscribed  red-brown  tumor  (19  x 13  x 
10  cm)  arising  from  the  hilum.  On  cut  section  there  was 
a central  white  fibrous  scar  with  a 3 cm  central  depres- 
sion and  finger-like  projections  radiating  toward  the 
periphery  (Fig.  3).  The  tumor  mass  was  uniformly  firm 
without  softening.  The  tumor  did  not  involve  the  renal 


Kidney  (arrow)  compressed  by  19  cm  encapsulated  tumor 
showing  central  irregular  scar. 
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Renal  oncocytoma.  Uniform  tumor  cells  with  small  nuclei 
and  granular  cytoplasm  (400x). 


vein  or  pelvis.  Lymph  nodes  were  not  identified  in  the 
surgical  specimen. 

LIGHT  MICROSCOPIC  FINDINGS 

Histologic  sections  show  individual  tumor  cells  to  be 
uniform  with  small  vesicular  nuclei  and  eosinophilic 
granular  cytoplasm  (Fig.  4).  The  cells  form  solid  sheets 
with  distinct  cytoplasmic  boundaries  alternating  with 
nests  of  tumor  cells  separated  by  loose  fibrous  stroma. 
There  is  a conspicuous  absence  of  mitotic  activity  and 
no  nuclear  pleomorphism  is  seen. 

DISCUSSION 

Our  case  is  unique  in  several  aspects.  It  represents 
one  of  the  largest  oncocytomas  (19  cm)  recorded  in  the 
literature,  and  it  represents  a lesion  that  was,  in  es- 
sence, diagnosed  five  years  prior  to  its  removal.  The 
patient  also  demonstrated  a set  of  symptoms  that  were 
probably  related  directly  to  the  large  tumor  volume. 

In  summary,  we  have  presented  the  case  of  a large 
oncocytoma  diagnosed  angiographically  five  years 
prior  to  nephrectomy.  The  clinical  behavior  and 
pathologic  findings  confirm  the  benign  nature  of  this 
tumor. 
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Changes  in  the  Skilled  Nursing  Facility  Level  of  Care 

Coverage  Guidelines 

SDFMC  and  the  South  Dakota  hospitals  received,  in  April,  a copy  of  the  up- 
dated Medicare  skilled  nursing  facility  level  of  care  coverage  guidelines. 

Hospitals  and  physicians  should  be  aware  of  the  many  changes  included  in  the 
updated  coverage  guidelines  before  transferring  patients  to  or  from  a 
hospital’s  swing  bed. 

The  revisions  have  been  made  to  include  a much  broader  interpretation  of 
what  constitutes  Medicare  reimbursed  skilled  levels  of  care. 

Three  general  factors  are  considered  in  determining  if  skilled  level  care  is 
necessary: 

1)  Patient  requires  skilled  level  services. 

2)  Skilled  services  are  required  on  a daily  basis. 

3)  As  a practical  matter,  services  required  can  only 

be  furnished  in  a skilled  nursing  facility. 

Individual  case  judgement  is  required  in  assessing  the  unique  aspects  of  in- 
dividual patients.  SDFMC  will  be  utilizing  these  coverage  guidelines  in  the 
physician  peer  review  process  when  swing  bed  cases  are  evaluated. 

If  questions  of  coverage  arise,  your  hospital  administration  should  be  con- 
tacted for  available  information  and/or  assistance. 
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Soldier  being  examined  for  effects  of  high-altitude  cerebral  edema. 


ALLAN  J.  HAMILTON,  M.D. 

Neurosurgical  Resident  and  Research  Fellow, 

Massachusetts  General  Hospital,  Boston,  Massachusetts. 
Captain,  U.S.  Army  Reserve. 

EDUCATION  Ithaca  College,  B.A.  (Magna  Cum  Laude); 
Hamilton  College  (Pre-med);  Harvard  Medical  School. 

RESIDENCY  General  Surgical  Internship.  Neurosurgical 
Residency,  Massachusetts  General  Hospital. 

CONTINUING  EDUCATION  Neurology  and  Neuro- 

surgery  Research  Fellowship  Training,  National  Institutes 
of  Health. 

OUTSTANDING  ACHIEVEMENTS  Olsen  Memorial 

Fellowship,  National  Masonic  Medical  Research  Foundation, 
Albert  Schweitzer  Fellowship,  International  Albert  Schweitzer 
Foundation;  Harvard  Medical  School  Cabot  Prize  for  Best 
Senior  Thesis;  recently  published  article,  “Who  Shall  Live 
and  Who  Shall  Die"  in  Newsweek  Magazine. 


%Vlhe  work  I m doing  in  the  Army  Reserve  fits 
perfectly  with  my  academic  research  interests  in  civilian 
life.  The  Army  is  very  concerned  with  the  effects  of 
high-altitude  cerebral  edema,  which  is  a mirror  model 
of  cerebral  hypoxia,  something  I deal  with  every  day 
in  our  neurosurgical  intensive  care  unit.  I couldn’t  ask 
for  a smoother  transition.  And  that’s  true  for  a lot  of 
Reserve  physicians.  All  we  really  do  is  change  our  clothes, 
not  our  mindset. 

“Some  of  the  projects  the  Army  is  undertaking 
are  on  the  cutting  edge  of  research.  For  example,  I’m 
currently  involved  in  developing  for  the  Army  a proto- 
type of  a non-in vasive  intracranial  pressure- monitoring 
device  that  we  hope  will  allow  us  to  measure  pressure 
changes  as  the  brain  swells  — without  drilling  holes 
in  the  skull.  If  we  can  get  our  design  to  work,  such  a 
device  could  revolutionize  high -altitude  medicine  as  well 
as  civilian  neurosurgical  care. 

“The  quality  of  medicine  and  the  caliber  of  people 
I’ve  been  associated  with  in  the  Army  Reserve  are, 
without  question,  equal  to  civilian  hospitals.  In  fact,  I m 
giving  serious  consideration  to  applying  tor  an  active 
duty  academic  position  in  Army  Medicine  when  my 
residency  ends  at  Massachusetts  General.## 

Find  out  more  about  the  medical  opportunities 
in  the  Army  Reserve.  Call  toll  free  T800-USA-ARMT. 

ARMY  RESERVE  MEDICINE. 
BEALLYOUCANBE. 


A better  alternative 
for  hypertensives  who 
are  going  bananas... 


your  patients  the  extra  cost- 
in  calories,  sodium  and  dollars. 

5pare  your  patients  the  rigors  of 
dietary  h+ supplementation. 


Before  prescribing,  see  complete 
prescribing  information  in 
SK&F  CO.  literature  or  PDR. 
The  following  is  a brief  summary. 


WARNING 

This  drug  is  not  indicated  for  initial  therapy  of  edema  or 
hypertension.  Edema  or  hypertension  requires  therapy 
titrated  to  the  individual.  If  this  combination  represents  the 
dosage  so  determined,  its  use  may  be  more  convenient  in 
patient  management.  Treatment  of  hypertension  and  edema 
is  not  static,  but  must  be  reevaluated  as  conditions  in  each 
patient  warrant. 


Effective  antihypertensive 
therapy...without 
the  bananas 

DAW 


Contraindications:  Concomitant  use  with  other  potassium- 
sparing,agents  such  as  spironolactone  or  amiloride.  Further  use 
in  anuria,  progressive  renal  or  hepatic  dysfunction,  hyperkalemia. 
Pre-existing  elevated  serum  potassium.  Hypersensitivity  to  either 
component  or  other- sulfonamide-derived  drugs. 

Warnings:  Do  not  use  potassium  supplements,  dietary  or 
otherwise,  unless  hypokalemia  develops  or  dietary  intake  of 
potassium  is  markedly  impaired.  If  supplementary  potassium  is 
needed,  potassium  tablets  should  not  be  used.  Hyperkalemia  can 
occur,  and  has  been  associated  with  cardiac  irregularities.  It  is 
more  likely  in  the  severely  ill.  with  urine  volume  less  than  one  liter/ 
day,  the  elderly  and  diabetics  with  suspected  or  confirmed  renal . 
insufficiency.  Periodically,  serum  K ' levels  should  be  determined. 

It  hyperkalemia  develops,  substitute  a thiazide  alone,  restrict  K* 
intake.  Associated  widened  QRS  complex  or  arrhythmia 
requires  prompt  additional  therapy  Thiazides  cross  the  placental 
barrier  and  appear  in  cord  blood.  Use  in  pregnancy  requires 
weighing  anticipated  benefits  against  possible  hazards,  including 
fetal  or  neonatal  jaundice,  thrombocytopenia,  other  adverse 
reactions  seen  in  adults.  Thiazides  appear  and  triamterene  may 
appear  in  breast  milk.  If  their  use  is  essential,  the  patient  should 
slop  nursing.  Adequate  information  on  use  in  children  is  not 
available.  Sensitivity  reactions  may  occur  in  patients  with  or 


Not  for  initial  therapy.  See  brief  summary. 

without  a history  ot  allergy  or  bronchial  asthma.  Possible 
exacerbation  or  activation  of  systemic  lupus  erythematosus  has 
been  reported  with  thiazide  diuretics. 

Precautions:  The  bioavailabitily  of  the  hydrochlorothiazide 
component  of  'Dyazide ' is  about  50%  of  the  bioavailability  of  the 
single  entity.  Theoretically,  a patient  transferred  from  the  single 
entities  of  triamterene  and  hydrochlorothiazide  may  show  an 
increase  in  blood  pressure  or  fluid  retention.  Similarly,  it  is  also 
possible  that  the  lesser  hydrochlorothiazide  bioavailability  could, 
lead  to  increased  serum  potassium  levels.  However,  extensive 
clinical  experience  with  ‘Dyazide  ’ suggests  that  these  conditions 
have  not  been  commonly  observed  in  clinical  practice.  Angio- 
tensin-converting enzyme  (ACE)  inhibitors  can  elevate  serum 
potassium:  use  with  caution  with  'Dyazide Do  periodic  serum 
electrolyte  determinations  (particularly  important  in  patients 
vomiting  excessively  or  receiving  parenteral  fluids,  and  during 
concurrent  use  with  amphotericin  B or  corticosteroids  or 
corticotropin[ACTHI).  Periodic  BUN  and  serum  creatinine 
determinations  should  be  made,  especially  in  the  elderly,  diabetics 
or  those  with  suspected  or  confirmed  renal  insufficiency. 
Cumulative  effects  of  the  drug  may  develop  in  patients  with 
impaired  renal  function.  Thiazides  should  be  used  with  caution  in 
patients  with  impaired  hepatic  function.  They  can  precipitate  coma 
in  patients  with  severe  liver  disease.  Observe  regularly  for  possible 
blood  dyscrasias.  liver  damage,  other  idiosyncratic  reactions. 
Blood  dyscrasias  have  been  reported  in  patients  receiving 
triamterene,  and  leukopenia,  thrombocytopenia,  agranulocytosis, 
and  aplastic  and  hemolytic  anemia  have  been  reported  with 
thiazides.  Thiazides  may  cause  manifestation  of  latent  diabetes 
mellitus.  The  effects  of  oral  anticoagulants  may  be  decreased 
when  used  concurrently  with  hydrochlorothiazide;  dosage 
adjustments  may  be  necessary.  Clinically  insignificant  reductions 
in  arterial  responsiveness  to  norepinephrine  have  been  reported. 
Thiazides  have  also  been  shown  to  increase  the  paralyzing  ellecl 
of  nondepolarizing  muscle  relaxanls  such  as  tubocurarine. 
Triamterene  is  a weak  tolic  acid  antagonist.  Do  periodic  blood 
studies  in  cirrhotics  with  splenomegaly.  Antihypertensive  effects 
may  be  enhanced  in  post-sympathectomy  patients.  Use  cau- 
tiously in  surgical  patients.  Triamterene  has  been  found  in  renal 
stones  in  association  with  the  other  usual  calculus  components. 
Therefore,  Dyazide ' should  be  used  with  caution  in  patients  with 
histories  of  stone  formation.  A tew  occurrences  of  acute  renal 
failure  have  been  reported  in  patients  on  'Dyazide ' when  treated 
with  indomethacm  Therefore,  caution  is  advised  in  administering 
nonsteroidal  anti-inflammatory  agents  with  ‘Dyazide’.  The 


'DYAZIDE' A5  WRITTEH. 


following  may  occur:  transient  elevated  BUN  or  creatinine  or  both, 
hyperglycemia  and  glycosuria  (diabetic  insulin  requirements  may 
be  altered),  hyperuricemia  and  gout,  digitalis  intoxication  (in 
hypokalemia),rdecreasing  alkali  reserve  with  possible  metabolic 
acidosis.  Dyazide  interferes  with  fluorescent  measurement  ot 
quinidine.  Hypokalemia  is  uncommon  with  Dyazide'.  but  should  it 
develop,  corrective  measures  should-be  taken  such  as  potassium 
supplementation  or  increased  dietary  intake  ot  potassium-rich 
loods.  Corrective  measures  should  be  instituted  cautiously  and 
serum  potassium  levels  determined.  Discontinue  corrective 
measures  and  Dyazide ' should  laboratory  values  reveal  elevated 
serum  potassium.  Chloride  deficit  may  occur  as  well  as  dilubonal 
hyponatremia..  Concurrent  use  with  chlorpropamide  may  increase 
the  risk  of  severe  hyponatremia.  Serum  PBI  levels  may  decrease 
without  signs  of  thyroid  disturbance.  Calcium  excretion  is 
decreased  by  thiazides.  ’Dyazide'  should  be  withdrawn  before 
conducting  tests  tor  parathyroid  lunclion.  Thiazides  may  add  to  or 
potentiate  the  action  oi  other  antihypertensive  drugs.  Diuretics 
reduce  renal  clearance  ot  lithium  and  increase  the  risk  ol  lithium 
toxicity. 

Adverse  Reactions:  Muscle  cramps,  weakness,  dizziness, 
headache,  dry  mouth;  anaphylaxis,  rash,  urticaria,  photosensi- 
tivity, purpura,  other  dermatological  conditions;  nausea  and 
vomiting,  diarrhea,  constipation,  other  gastrointestinal  distur- 
bances: postural  hypotension  (may  be  aggravated  by  alcohol, 
barbiturates,  or  narcotics).  Necrotizing  vasculitis,  paresthesias, 
icterus,  pancreatitis,  xanthopsia  and  respiratory  distress  including 
pneumonitis  and  pulmonary  edema,  transient  blurred  vision, 
sialadenitis,  and  vertigo  have  occurred  with  thiazides  alone. 
Triamterene  has  been  found  in  renal  stones  in  association  with 
other  usual  calculus  components.  Rare  incidents  of  acute 
interstitial  nephritis  have  been  reported.  Impotence  has  been 
reported  in  a few, patients  on  'Dyazide although  a causal 
relationship  has  hot  been  established. 

Supplied:  Dyazide ' is  supplied  as  a red  and  while  capsule,  in 
bottles  ol  1000  capsules:  Single  Unit  Packages  (unit-dose)  of 
100  (intended  for  institutional  use  only):  in  Palient-Pak ™ unil- 
of-use  bodies  of  100. 
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Frank  D.  Messner,  MD,  President 
South  Dakota  State  Medical  Association 


Quality  Assurance 

This  concept  certainly  must  elicit  strong  emotioned 
feelings  in  most  physicians.  In  the  past  few  years, 
we  have  all  been  affected  in  some  way  by  a multitude  of 
organizations  that  are  now  demanding  extensive  and 
documented  evidence  of  quality  assurance.  I am  sure 
this  is  especially  evident  for  any  physician  whose  hospi- 
tal is  accredited  by  the  JCAH. 

I’m  certain  for  many,  if  not  most  of  us,  there  is  a con- 
siderable negative  component  to  quality  assurance;  as 
it  implies  we  need  someone  to  watch  over  our  medical 
activities  to  a far  greater  extent  than  we  have  had  in  the 
past. 

Any  uninvited  intrusion  into  the  physician/patient 
relationship  will  always  evoke  feelings  of  anger  and 
frustration.  This  also  requires  additional  time  away 
from  patient  care  to  comply  with  the  new  standards  and 
regulations  that  have  been  thrust  upon  us. 

However,  no  matter  how  we  feel  about  quality  as- 
surance it  is  definitely  here  to  stay  and  it  will  continue 
to  grow. 

In  the  past  year  our  own  AMA  House  of  Delegates, 
has  established  an  office  of  Quality  Assurance.  They 
have  formed  a committee  to  survey,  publish,  and  act  as 
a clearing  house  for  the  various  aspects  of  quality  as- 
surance. 

In  a recent  issue  of  JAMA,  May  6, 1988,  a "Guideline 
to  Quality  Assurance",  was  published.  This  consists  of 
ten  points  which  are  recommended  by  the  council  for 


any  medical  peer  review  system.  These  are  probably 
worth  reviewing  if  you  are  establishing  or  updating  a 
peer  review  program. 

What  are  the  positive  aspects  of  quality  assurance? 
This  is  a somewhat  difficult  question  to  answer.  Hope- 
fully, if  these  programs  are  used  with  some  degree  of 
enthusiasm,  they  will  provide  improvement  in  overall 
patient  care.  It  may  also  help  physicians  to  keep  in  step 
with  appropriate  medical  care  in  an  ever  changing 
world. 

This  next  point  may  be  somewhat  of  a fantasy,  but  if 
we  can  show  safer  and  improved  patient  care  with  ap- 
propriate documentation,  this  may  help  in  slowing  our 
liability  crisis. 

No  matter  how  much  we  dislike  this  concept;  we  will 
continue  to  have  increasing  "snoopervision"  by  many 
entities.  The  more  quality  assurance  that  can  be  done 
locally  and  by  physicians,  the  better  it  will  be  for  all  of 
us. 

I wish  you  good  luck  in  dealing  with  quality  as- 
surance. I hope  you  are  able  to  make  something  posi- 
tive out  of  a less  than  ideal  concept.  # 
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1 -800-952-1 976 


Anytime  you  have  a problem  or  suggestion,  just 
give  us  a call.  Our  toll-free  line  is  provided  to  physi- 
cians and  subscribers  across  the  state  to  give  you 
fast  and  efficient  service. 

Our  Professional  Relations  staff  is  ready  to  help 
solve  your  problems  and  answer  your  questions. 
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ABSTRACT 

Astudy  was  conducted  at  five  sites  to  assess  patient  perspectives  regarding  personal  and  family  health  problems. 
Three  hundred  and  twenty  eight  questionnaires  were  completed.  Significant  demographic  differences  were  seen 
in  patients  receiving  care  at  a federally  funded  Community  Health  Center  when  compared  with  a family  practice 
residency  and  three  private  family  practices.  However,  there  were  no  differences  in  the  composition  of  the  defined 
family  among  sites.  Likewise,  patients  at  all  sites  identified  similar  health  problems,  both  in  themselves  and  in 
family  members.  Physicians  attending  these  patients  corroborated  patient  documented  personal  and  family  mem- 
ber health  problems.  These  findings  raise  issues  for  research  and  education  in  family  practice. 


Definitions  of  family  abound.1’2  Medalie  defines 
the  family  as  "two  or  more  people  related  by 
blood,  marriage,  a marriage-like  relationship  or  adop- 
tion". The  American  Academy  of  Family  Physicians 
defines  the  family  as  a "group  of  individuals  with  a con- 
tinuing legal,  genetic,  and/or  emotional  relationship. 
Society  relies  on  the  family  group  to  provide  for  the 
economic  and  protective  needs  of  individuals,  especial- 
ly children  and  elderly."  Other  common  definitions  are 
shown  in  Figure  1.  Smilkstein  believes  that  "an  agree- 
ment on  the  meaning  of  families  is  essential  for  any  dis- 
cussion about  this  biopsychosocial  unit".4 

Involvement  of  the  family  became  a part  of  the  fami- 
ly practice  movement  by  placing  the  family  in  the  cen- 
ter of  health  care  delivery.5  The  family  is  stated  to  be 
the  predominant  social  unit  in  managing  ill  health 
among  individual  family  members.6  Focus  on  the  fami- 
ly reflects  its  importance  on  influencing  both  the  physi- 
cal and  psychological  health  of  family  members. 7 The 
workplace,  community,  ethnic  and  cultural  factors,  and 
broad  economic  factors  are  also  systems  (like  family 
systems)  that  influence  health  and  health  behavior.8 


1'5  Faculty  members,  Department  of  Family  Medicine,  USD 

School  of  Medicine. 

” Public  Health  Director,  City  of  Sioux  Falls  and  Project 

Director,  Community  Health  Center. 


Stephens  feels  that  seeing  family  members  together 
as  patients  brings  the  family  into  family  practice.9 
Family  interactions  can  best  occur  if  more  than  one 
person  is  comfortable  with  the  physician,  and  this  is 
best  accomplished  by  more  than  one  family  member 
receiving  care  from  that  physician.  Studies  have  shown 
that  considering  the  family  as  patient  can  improve 
medical  care  by  increasing  diagnoses,  making  treat- 
ment more  appropriate,  and  increasing  compliance.10 
Family  charts  allow  the  physician  to  view  each  patient 
as  a member  of  the  family,  and  in  doing  so,  the  physician 
is  reminded  of  other  members  of  the  family  and  their 
problems  as  well.11 

Medical  problems  seen  in  family  practices  have  been 
profiled  by  recent  studies.1-  Families  with  high  utiliza- 
tion of  health  care  services  have  been  shown  to  have 
greater  numbers  of  social,  economic  and  health  main- 
tenance problems  when  compared  to  a control  group. 13 
Other  studies  have  documented  medical  conditions  for 
which  there  will  be  associated  family  problems.14’15 
However,  medical  care  for  the  condition  itself  may  lead 
the  physician  away  from  gaining  an  understanding  of 
family  problems  that  impact  on  the  family  unit.16 
Geyman  differentiates  "conceptual  and  practical  dif- 
ferences between  caring  for  the  individual  in  the  con- 
text of  the  family  and  caring  for  the  family  itself  as  the 
patient."17 
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A QUESTIONNAIRE  ABOUT  "FAMILIES" 

Patient  to  complete 

I.  Site:  1 2 3 4 5 

Age:  (15  and  over) Sex:  (circle  one)  Male  Female 

Marital  Status:  (circle  one)  Single  Married  Divorced  Widowed 

II.  There  are  many  definitions  of  "family".  Which  of  those  listed  below  best  fits  your  definition  or  idea  of  a "family"? 
(circle  letter  which  applies,  but  circle  only  one.) 

A.  Any  group  of  people  who  are  emotionally  close  to  each  other  and  who  share  some  background  and  future  plans. 

B.  Any  group  of  people  related  by  blood,  marriage,  or  adoption,  who  live  together  in  one  household. 

C.  Parents  and  their  dependent  children. 

D.  Any  group  of  people  who  perceive  themselves  as  a "family". 

E.  Single  (one)  person. 

F.  A group  of  people  with  a common  ancestory. 

III.  Who  do  you  consider  to  be  members  of  "your  family"?  (circle  all  that  apply.) 


A. 

Parents 

F. 

Cousins 

K.  All  those  living  in  my  (our)  home 

B. 

Brothers/Sisters 

G. 

In-laws 

L.  Grandparents 

C. 

Husband/Wife 

H. 

Step  brothers/sisters 

M.  Other 

D. 

Aunts/Uncles 

I. 

One  person  (me) 

E. 

Nieces/Nephews 

J. 

Friend(s) 

IV.  How  many  people  are  there  in  your  "family"? 

How  many  of  these  members  of  your  "family"  live  within  your  household? 

V.  Do  you  have  a family  doctor?  Yes No 

If  yes,  please  name: 

How  many  members  of  "your  family"  go  to  your  family  doctor? 

How  many  of  these  live  within  your  household? 

Do  you  believe  that  it  is/would  be  helpful  for  all  members  of  "your  family"  to  have  the  same  family  doctor? 

Yes No 

Prior  to  this  visit,  when  did  you  last  see  your  family  doctor?  (circle  one  letter  that  applies.) 

A.  Within  one  week  C.  Within  six  months  E.  Longer  than  1 year  ago 

B.  Within  one  month  D.  Within  one  year 

Prior  to  this  visit,  how  many  times  have  you  seen  your  family  doctor  in  the  past  year?  (circle  one  letter  that  applies.) 


A. 

None 

D. 

3 

G.  6 

B. 

1 

E. 

4 

H.  More 

C. 

2 

F. 

5 

List 

your  main  health/medical  problems,  in 

order  of  importance  to  you.  (please  print) 

1. 

2. 

3. 

4. 

5. 


VII.  List  the  most  important  health/medical  problems  in  your  "family".  Please  list  in  order  of  importance  and  impact  on 
the  "family",  (please  print) 

1.  

2.  

3.  

4.  

5. 


Figure  1 
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The  family,  though  stated  to  be  fundamental,  is  still 
considered  to  be  an  under-researched  area  of  medical 
practice.  ’ Methods  are  available  for  gathering  data 
on  patients  and  families,  including  the  family  circle 
method.20  Family  demographic  studies  continue  to  be 
important,  especially  if  they  relate  to  health  status.21,22 
In  a recent  large  review  of  family  factors,  it  was  stated 
that  the  literature  has  been  disappointing  in  regard  to 
consideration  of  family  variables  and  health.23 

Family  epidemiology  is  the  study  of  the  distribution 
and  determinants  of  health  and  disease  in  composite 
family  units  of  human  population.6  As  such  it  provides 
a fundamental  basis  for  family  practice  research,  and  if 
the  practitioners  of  tomorrow  are  to  see  families  in 
practice,  they  must  do  so  while  in  training  and  be  in- 
volved in  clinical  research  pertinent  to  this  unit  in 
society.*"  The  family  physician  is  in  a unique  position 
to  be  such  an  epidemiologist  due  to  dealing  with  large 
numbers  of  essentially  healthy  persons  who  provide  an 
appropriate  base  of  both  controls  and  patients  within 
an  individual  practice  environment. 

The  purpose  of  this  study  was  to  assess  relationships 
of  personal  and  family  health  problems,  as  perceived 
by  patients,  in  patient  populations  at  varying  sites  of 
care. 

METHODS 

A questionnaire  was  developed  and  utilized  to  ob- 
tain data  from  patients  in  a variety  of  family  practices: 


A Family  Practice  Residency  program  (FPR);  a 
residency  affiliated,  federally  funded  Community 
Health  Center  where  residents  share  in  providing 
patient  care  (CHC);  and  three  family  physicians  who 
are  members  of  separate  practice  groups.  These  prac- 
titioners represent  one  urban  family  practice  group  and 
two  family  practice  sections  of  more  rural  multi- 
speciality clinics.  Two  of  the  three  family  physicians 
are  family  practice  residency  graduates. 

Personnel  at  each  of  the  sites  were  encouraged  to 
seek  completed  patient  questionnaires  in  five  age 
groups:  15-24;  25-34;  35-44;  45-54;  and  55  and  older, 
utilizing  a convenience  sample.  Patients  were  asked  to 
provide  information  relative  to  definition  and  composi- 
tion of  "their  family,"  the  number  and  residence  of  fami- 
ly members,  whether  they  have  a family  doctor  and  (if 
so)  how  often  and  when  they  had  last  seen  this 
physician.  The  respondents  were  also  requested  to  list 
their  personal  health  problems  in  addition  to  important 
health  problems  in  family  members  which  impact  on 
"their  family"  (Figure  1).  Once  patients  completed  a 
questionnaire,  physicians  seeing  the  patient  at  that  visit 
were  asked  to  provide  additional  information  on  fre- 
quency of  visits,  whether  they  were  the  family  physician 
of  record,  and  were  requested  to  record  the  patient’s 
main  health  problems,  as  well  as  known  family  health 
problems,  in  order  of  importance  and  impact  on  the 
family.  This  information  was  recorded  on  the  reverse 
side  of  the  completed  patient  questionnaire,  allowing 


A QUESTIONNAIRE  ABOUT  "FAMILIES” 
Physician  to  Complete 


I.  Site:  1 2 3 4 5 

II.  My  records  show  that  I have  seen  this  patient times  in  the  past  year  prior  to  this  visit. 

III.  I consider  myself  to  be  this  patient’s  "family  doctor." Yes No 

IV.  List  this  patient’s  main  health/medical  problems. 

1. 

2. 

3.  

4.  

5.  

V.  List  the  most  important  health/medical  problems  that  impact  on  this  patient’s  family,  in  your  opinion,  in  order 
of  importance  and  impact  on  the  family. 

1. 

2. 

3.  

4.  

5. 


VI.  Name  of  physician:  (please  print) 
Signature: 


Figure  2 
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A QUESTIONNAIRE  ABOUT  "FAMILIES" 
Patient  Respondents 
By 

Site  and  Age  Group 


AGE  GROUPS 

15-24 

25-34 

35-44 

45-54 

55-Over 

Total 

SITE 

A 

14 

16 

16 

3 

9 

58 

(FPR) 

B 

35 

17 

8 

6 

3 

69 

(CHC) 

C 

15 

15 

12 

4 

14 

60 

D 

14 

15 

11 

11 

16 

67 

E 

19 

28 

6 

4 

17 

74 

TOTAL 

97 

91 

53 

28 

59 

328 

Figure  3 


physician  access  to  patient  data  while  the  chart  was  still 
available  (Figure  2). 

RESULTS 

Three  hundred  twenty  eight  (328)  questionnaires 
were  completed  at  the  five  sites  and  provide  the  cohort 
for  this  study  (Figure  3). 

Demographics 

Four  of  five  questionnaires  were  completed  by 
females.  Two-thirds  of  all  patients  were  married.  Six 
percent  were  divorced;  0 percent,  1.6  percent  and  4 
percent  in  private  practices  and  3 percent  in  the  FPR 
practice.  However,  22  percent  were  divorced  in  the 
CHC  population  where  only  25  percent  of  patients 
were  married.  Fifty  percent  of  respondents  in  the  CHC 
population  were  single,  8 percent  to  19  percent  at  the 
other  four  sites. 

Nearly  two  thirds  of  patients  chose  definitions  A or 
B as  the  definition  of  their  family  (Figure  1,  item  II). 
More  than  four  in  five  respondents  consider  parents, 
brothers  and  sisters,  husband  or  wife,  and  children  to 
be  members  of  their  defined  family;  less  consider 
grandparents,  in-laws,  aunts  and  uncles  as  members  of 
their  family;  and  a few  consider  nieces  and  nephews, 
cousins,  step-brothers  and  sisters,  friends  and  others 
living  in  their  home  to  be  members  of  their  family.  The 
average  number  of  people  in  their  family  is  17,  numbers 
being  similar  from  all  sites,  however  an  average  of  only 
three  family  members  reside  in  their  household  and 
only  two  go  to  the  respondent’s  family  doctor. 

Seventy-six  percent  of  all  respondents  state  that  it 


would  be  helpful  for  their  family  to  have  a family  doc- 
tor, the  percentage  being  similar  at  all  sites.  More  than 
three  fourths  of  all  respondents  state  that  they  have  a 
family  doctor;  95  percent  in  private  practices,  60  per- 
cent in  the  residency  practice,  but  only  40  percent  at 
the  CHC  [X2  (df  = 2,  N = 328)  = 96.28,  p.OOl],  In  72 
percent  of  cases,  physicians  seeing  the  patient  con- 
sidered themselves  to  be  the  patient’s  family  physician. 
This  varied  from  84  percent  to  100  percent  (90  percent 
average)  in  the  private  practices,  while  in  only  64  per- 
cent of  FPC  and  16  percent  of  CHC  patient  contacts 
did  physicians  seeing  the  patient  consider  themselves 
to  be  the  patient’s  personal  physician  [X2  (df=2, 
N = 328)  = 121.39,  p.001]. 

Prior  to  the  visit  of  record,  80  percent  of  all  patients 
had  seen  their  family  doctor  within  six  months,  ranging 
from  5 percent  in  the  CHC  population  to  95  percent  in 
one  private  practice;  only  14  percent  of  all  patients  had 
not  seen  their  physician  in  the  last  year.  Visits  to  the 
physician  longer  than  one  year  ago  were  more  common 
in  the  15-24  age  group  and  the  time  interval  declined  as 
patient  age  increased.  Patients  55  and  older  had  seen 
their  physician  more  times  within  the  last  month  than 
other  age  groups.  Prior  to  the  visit  of  record,  physicians 
seeing  these  patients  related  that  they  had  seen  the 
patient  only  once  during  the  year  in  25  percent  of  cases, 
ranging  from  16  percent  to  32  percent  at  four  sites  while 
in  the  CHC  population,  60  percent  of  patients  had  been 
seen  only  once  during  this  time  period.  Multiple  visits 
per  year  were  more  common  in  the  private  practices, 
however  three  or  less  visits  per  year  made  up  more  than 
50%  of  the  total  physician  visits  made. 
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Personal  Health  Problems 


As  Perceived 
By 

Patients/ Attending  Physicians 
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Figure  4 


Patient  and  Family  Health  Problems 

The  most  common  patient  perceived  health 
problems  are  summarized  in  Figure  4.  Also  shown  are 
physician  listed  health  problems  of  these  patients, 
similar  in  each  age  group  of  responders.  Stress  and 
obesity  were  mentioned  only  by  CHC  patients  in 
younger  age  groups.  Smoking  as  a personal  patient 
health  proplem  was  listed  only  by  physicians  attending 
patients  in  the  FPR  and  CHC  practices. 

Patients  in  all  age  groups  reported  the  most  impor- 
tant health  problems  in  their  family  to  be  those  of 
chronic  illness,  summarized  in  Figure  5.  Physician  per- 
ceptions of  family  problems  varied  from  those  of 
patients  only  in  the  younger  age  groups.  Pregnancy, 
contraception  and  health  care  maintenance  were  con- 
sidered by  physicians  to  have  an  important  impact  on 
the  family,  but  not  by  patients  themselves.  Here  again, 


smoking  as  an  important  health  problem  impacting  on 
the  family  was  mentioned  only  by  physicians  in  the 
CHC  patients. 

Summary 

To  summarize  the  results,  patients  seen  at  the  CHC 
showed  several  distinct  characteristics  when  compared 
with  other  settings  of  health  care  delivery:  younger  and 
single,  often  by  reason  of  divorce;  less  likely  to  have  an 
identified  family  physician;  less  likely  to  have  seen  a 
physician  within  defined  periods  of  time;  and  less  visits 
to  a physician  per  unit  of  time.  Despite  these 
demographic  differences,  patients  in  the  CHC  practice 
recorded  personal  and  family  health  problems  similar 
to  the  FPR  and  private  practices.  Only  younger  CHC 
patients  considered  stress  and  obesity  as  personal 
health  problems.  Only  physicians  seeing  CHC  patients 
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Family  Health  Problems 
As  Perceived 
By 

Patients/Attending  Physicians 


Figure  5 


mentioned  smoking  as  a health  problem.  Physicians  at 
all  sites  corroborated  patient  documented  personal 
and  family  member  health  problems. 

DISCUSSION 

Several  demographic  characteristics  noted  between 
the  CHC  and  other  patient  populations  in  this  study  are 
discussed. 

The  number  of  office  visits  per  respondent  was 
higher  in  private  practices,  which  may  represent  in- 
creased emphasis  on  health  versus  disease.  Another 
study  concluded  that,  among  low  income  populations, 
need  for  health  care  is  more  frequently  perceived  to  be 
for  illness  care  than  for  preventive  care.25  The  lower 
frequency  of  visits  in  the  CHC  practice  may  also  reflect 
the  significant  number  of  respondents  who  stated  that 
they  do  not  have  a family  doctor.  Physicians  seeing 


these  patients  in  this  practice  corroborated  this  finding, 
much  less  frequently  seeing  patients  for  whom  they 
consider  themselves  the  personal  physician.  It  is 
doubtful  that  Community  Health  Centers  can  achieve 
private  practice  levels  of  continuity  care  unless  they 
provide  a setting  which  fosters  more  long  term  patient- 
physician  relationships.  Having  a family  doctor  should 
provide  increased  accessibility  and  availability,  and 
likely  increase  the  frequency  of  visits,  which  may  im- 
prove compliance  and  patient  care. 

Divorce  as  an  impact  on  the  family  has  been  shown 
to  rank  closely  behind  desertion  by  mother  or  father  or 
death  of  middle  aged  or  younger  family  member.26,27 
The  CHC  population  had  a fourfold  greater  percent- 
age of  divorced  patients  over  the  total  patient  sample. 

Previous  studies  have  focused  on  psychosocial  fac- 
tors in  the  family.1,15  Stress  and  obesity,  often  related, 
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were  mentioned  only  by  CHC  patients  in  the  two 
younger  age  groups.  The  reasons  why  alcoholism, 
depression  and  family  abuse,  as  major  problems  facing 
American  families,  were  not  documented  as  important 
family  health  problems  in  this  study  are  not  discernible 
from  these  data.  Only  physicians  in  training  (CHC  & 
FPR)  noted  smoking  to  be  a problem  impacting  on  the 
health  of  the  family.  Most  family  practice  residencies 
now  provide  education  regarding  tobacco  abuse  and 
smoking  cessation.  Patient  education  opportunities 
abound. 

The  care  of  families  continues  to  be  a focus  in  fami- 
ly  practice.  While  the  defined  family  size  in  this  study 
was  17,  an  average  of  only  three  of  this  number  received 
health  care  from  the  respondent’s  own  family  doctor, 
regardless  of  the  number  of  family  members  residing  in 
the  household.  A previous  family  practice  study 
showed  that  in  only  28  percent  of  families  did  all  mem- 
bers residing  in  a household  receive  their  care  from  the 
* • • 29 

same  physician. 

While  these  data  showed  demographic  characteris- 
tics to  vary  among  patient  populations,  patient  percep- 
tions regarding  personal  and  family  health  problems 
were  similar.  These  findings  offer  suggestions  for  re- 
searchers and  educators.  Researchers  designing 
studies  in  family  epidemiology  may  find  the  distribution 
of  family  health  problems  to  be  similar  in  patient 
populations  with  diverse  demographic  characteristics. 
Educators  should  offer  all  family  physicians  in  training 
broad  experience,  as  individual  and  family  health 
problems  are  often  similar  irrespective  of 
demographics  and  sites  of  care.  These  data  offer  fur- 
ther evidence  of  the  importance  of  the  biopsychosocial 
model  and  approach  in  family  practice.30 
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Effective  once-nightly 

duodenal  ulcer  therapy  available  in  a 


Unique  Convenience  Pak 


for  better  patient  compliance 


AXID8 

nizatidine  capsules 

Brief  Summary.  Consult  the  package  insert  lor  prescribing  information 
Indications  and  Usage  Axid  is  indicated  for  up  to  eight  weeks  for  the  treatment 
of  active  duodenal  ulcer  In  most  patients,  the  ulcer  will  heal  within  four  weeks 

Axid  is  indicated  for  maintenance  therapy  for  duodenal  ulcer  patients,  at 
a reduced  dosage  of  150  mg  h s after  healing  of  an  active  duodenal  ulcer 
The  consequences  of  continuous  therapy  with  Axid  for  longer  than  one  year 
are  not  known 

Contraindication:  Axid  is  contraindicated  in  patients  with  known  hypersensitivity 
to  the  drug  and  should  be  used  with  caution  in  patients  with  hypersensitivity  to 
other  H2-receptor  antagonists 

Precautions:  General—  1 Symptomatic  response  to  nizatidine  therapy  does  not 
preclude  the  presence  of  gastric  malignancy 

2 Because  nizatidine  is  excreted  primarily  by  the  kidney,  dosage  should  be 
reduced  in  patients  with  moderate  to  severe  renal  insufficiency 

3 Pharmacokinetic  studies  in  patients  with  hepatorenal  syndrome  have  not 
been  done  Part  of  the  dose  of  nizatidine  is  metabolized  in  the  liver  In  patients 
with  normal  renal  function  and  uncomplicated  hepatic  dysfunction,  the 
disposition  of  nizatidine  is  similar  to  that  in  normal  subjects 

Laboratory  Tests  — False-positive  tests  for  urobilinogen  with  Multistix'*  may 
occur  during  therapy  with  nizatidine 

Drug  Interactions- No  interactions  have  been  observed  between  Axid  and 
theophylline,  chlordiazepoxide,  lorazepam,  lidocaine.  phenytoin.  and  warfarin 
Axid  does  not  inhibit  the  cytochrome  P-450-lmked  drug-metabolizing  enzyme 
system  therefore,  drug  interactions  mediated  by  inhibition  of  hepatic 
metabolism  are  not  expected  to  occur.  In  patients  given  very  high  doses  (3,900 
mg)  of  aspirin  daily,  increases  in  serum  salicylate  levels  were  seen  when 
nizatidine.  150  mg  b i d . was  administered  concurrently 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility— A two-year  oral 
carcinogenicity  study  in  rats  with  doses  as  high  as  500  mg/kg/day  (about  80 
times  the  recommended  daily  therapeutic  dose)  showed  no  evidence  of  a 
carcinogenic  effect  There  was  a dose  related  increase  in  the  density  of 
enterochromaffin-like  (ECL)  cells  in  the  gastric  oxyntic  mucosa.  In  a two-year 
study  in  mice,  there  was  no  evidence  of  a carcinogenic  effect  in  male  mice; 
although  hyperplastic  nodules  of  the  liver  were  increased  in  the  high  dose  males 
compared  to  placebo  Female  mice  given  the  high  dose  of  Axid  (2,000  mg/kg/day, 
about  330  times  the  human  dose)  showed  marginally  statistically  significant 
increases  in  hepatic  carcinoma  and  hepatic  nodular  hyperplasia  with  no 
numerical  increase  seen  in  any  of  the  other  dose  groups  The  rate  of  hepatic 
carcinoma  in  the  high  dose  animals  was  within  the  historical  control  limits  seen 
for  the  strain  of  mice  used  The  female  mice  were  given  a dose  larger  than  the 
maximum  tolerated  dose,  as  indicated  by  excessive  (30%)  weight  decrement 


determine  whether  these  were  caused  by  nizatidine 

Hepa//c — Hepatocellular  injury,  evidenced  by  elevated  liver  enzyme  tests 
(SGOT  [AST),  SGPT  (ALT),  or  alkaline  phosphatase),  occurred  in  some  patients 
possibly  or  probably  related  to  nizatidine  In  some  cases,  there  was  marked 
elevation  of  SGOT,  SGPT  enzymes  (greater  than  500  IU/L),  and  in  a single 
instance.  SGPT  was  greater  than  2.000  IU/L  The  overall  rate  of  occurrences  of 
elevated  liver  enzymes  and  elevations  to  three  times  the  upper  limit  of  normal, 
however,  did  not  significantly  differ  from  the  rate  of  liver  enzyme  abnormalities  in 
placebo-treated  patients  All  abnormalities  were  reversible  after  discontinuation 
of  Axid 

Cardiovascular- In  clinical  pharmacology  studies,  short  episodes  of 
asymptomatic  ventricular  tachycardia  occurred  in  two  individuals  administered 
Axid  and  in  three  untreated  subjects 

Endocrine— Clinical  pharmacology  studies  and  controlled  clinical  trials 
showed  no  evidence  of  antiandrogenic  activity  due  to  Axid  Impotence  and 
decreased  libido  were  reported  with  equal  frequency  by  patients  who  received 
Axid  and  by  those  given  placebo  Rare  reports  of  gynecomastia  occurred 

Hematologic— Fatal  thrombocytopenia  was  reported  in  a patient  who  was 
treated  with  Axid  and  another  H2-receptor  antagonist.  On  previous  occasions, 
this  patient  had  experienced  thrombocytopenia  while  taking  other  drugs 

Integumental—  Sweating  and  urticaria  were  reported  significantly  more 
frequently  in  nizatidine  than  in  placebo  patients  Rash  and  exfoliative  dermatitis 
were  also  reported 

Other  — Hyperuricemia  unassociated  with  gout  or  nephrolithiasis  was 
reported 

Overdosage:  There  is  little  clinical  experience  with  overdosage  of  Axid  in 
humans  If  overdosage  occurs,  use  of  activated  charcoal,  emesis,  or  lavage 
should  be  considered  along  with  clinical  monitoring  and  supportive  therapy 
Renal  dialysis  for  four  to  six  hours  increased  plasma  clearance  by  approximately 
84% 

Test  animals  that  received  large  doses  of  nizatidine  have  exhibited  cholmergic- 
type  effects,  including  lacrimation,  salivation,  emesis,  miosis,  and  diarrhea 
Single  oral  doses  of  800  mg/kg  in  dogs  and  of  1,200  mg/kg  in  monkeys  were  not 
lethal  Intravenous  LD50  values  in  the  rat  and  mouse  were  301  mg/kg  and  232 
mg/kg  respectively  PV  2091  AMP  (041288) 

Axid®  (nizatidine,  Lilly) 
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Indianapolis,  Indiana 

46285 
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compared  to  concurrent  controls,  and  evidence  of  mild  liver  iniury  (transaminase 
elevations)  The  occurrence  of  a marginal  finding  at  high  dose  only  in  animals 
given  an  excessive,  and  somewhat  hepatotoxic  dose,  with  no  evidence  of  a 
carcinogenic  effect  in  rats,  male  mice,  and  female  mice  (given  up  to  360  mg/kg/ 
day,  about  60  times  the  human  dose),  and  a negative  mutagenicity  battery  is  not 
considered  evidence  of  a carcinogenic  potential  for  Axid 
Axid  was  not  mutagenic  in  a battery  of  tests  performed  to  evaluate  its  potential 
genetic  toxicity,  including  bacterial  mutation  tests,  unscheduled  DNA  synthesis, 
sister  chromatid  exchange,  and  the  mouse  lymphoma  assay 
In  a two-generation,  perinatal  and  postnatal,  fertility  study  in  rats,  doses  of 
nizatidine  up  to  650  mg/kg/day  produced  no  adverse  effects  on  the  reproductive 
performance  of  parental  animals  or  their  progeny 
Pregnancy-Teratogenic  Effects-Pregnancy  Category  C- Oral  reproduction 
studies  in  rats  at  doses  up  to  300  times  the  human  dose,  and  in  Dutch  Belted 
rabbits  at  doses  up  to  55  times  the  human  dose,  revealed  no  evidence  of  impaired 
fertility  or  teratogenic  effect,  but,  at  a dose  equivalent  to  300  times  the  human 
dose,  treated  rabbits  had  abortions,  decreased  number  of  live  fetuses,  and 
depressed  fetal  weights  On  intravenous  administration  to  pregnant  New  Zealand 
White  rabbits,  nizatidine  at  20  mg/kg  produced  cardiac  enlargement,  coarctation 
of  the  aortic  arch,  and  cutaneous  edema  m one  fetus  and  at  50  mg/kg  it  produced 
ventricular  anomaly,  distended  abdomen,  spina  bifida,  hydrocephaly,  and 
enlarged  heart  in  one  fetus  There  are,  however,  no  adequate  and  well-controlled 
studies  in  pregnant  women  It  is  also  not  known  whether  nizatidine  can  cause 
fetal  harm  when  administered  to  a pregnant  woman  or  can  affect  reproduction 
capacity  Nizatidine  should  be  used  during  pregnancy  only  if  the  potential  benefit 
justifies  the  potential  risk  to  the  fetus 

Nursing  Mothers  — Nizatidine  is  secreted  and  concentrated  in  the  milk  of 
lactating  rats  Pups  reared  by  treated  lactating  rats  had  depressed  growth  rates 
Although  no  studies  have  been  conducted  in  lactating  women,  nizatidine  is 
assumed  to  be  secreted  in  human  milk,  and  caution  should  be  exercised  when 
nizatidine  is  administered  to  nursing  mothers 
Pediatric  Use— Safety  and  effectiveness  in  children  have  not  been  established 
Use  in  Elderly  Patients— Ulcer  healing  rates  in  elderly  patients  are  similar  to 
those  in  younger  age  groups  The  incidence  rates  of  adverse  events  and 
laboratory  test  abnormalities  are  also  similar  to  those  seen  in  other  age  groups 
Age  alone  may  not  be  an  important  factor  in  the  disposition  of  nizatidine  Elderly 
patients  may  have  reduced  renal  function 


Adverse  Reactions:  Clinical  trials  of  nizatidine  included  almost  5,000  patients 
given  nizatidine  in  studies  of  varying  durations  Domestic  placebo-controlled 
trials  included  over  1,900  patients  given  nizatidine  and  over  1,300  given  placebo 
Among  the  more  common  adverse  events  in  the  domestic  placebo-controlled 
trials,  sweating  (1%  vs  0.2%),  urticaria  (0  5%  vs  <0  01%),  and  somnolence 
(2  4%  vs  13%)  were  significantly  more  common  in  the  nizatidine  group  A 
variety  of  less  common  events  was  also  reported,  it  was  not  possible  to 
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Editorials 


Keeping  Current  in  Medicine 

Robert  E.  Van  Demark  Sr.,  MD,  Editor 


One  problem  facing  every  medical  school  graduate 
is  that  of  updating  his  or  her  educational  base  and 
medical  information.  There  has  been  an  explosive  in- 
crease in  the  quantity  and  quality  of  medical 
knowledge,  necessary  for  the  physician  to  meet  the 
changing  standards  of  medical  care. 

Traditional  sources  of  knowledge,  such  as  text 
books,  journals  and  staff  meetings  are  not  always 
relevant  and  available  for  the  daily  problems  of  current 
medical  practice.  Specific  therapeutic  and  diagnostic 
answers  are  often  difficult  to  get,  particularly  in  the 
time  limitations  of  today’s  physician. 

This  time  squeeze  presents  the  real  problem. 

A positive  alternative  to  present  procedures  is 
electronic  communication  which  requires  a computer, 
a modem,  a telephone  and  telecommunications 
software.  Previous  computer  experience  is  unneces- 
sary. 

The  University  of  South  Dakota  Medical  School, 


Physician  Needed 

Montana.  Board  certified  FP  seeks  part- 
ner with  interests  in  obstetrics  and  rural 
medicine  to  join  busy  practice  in  south- 
east Montana.  Modern,  well-equipped 
office  conveniently  located  on  hospital/ 
NH  campus.  First-year  income  guaran- 
tee, paid  malpractice,  relocation  assist- 
ance, and  other  benefits.  Enjoy  comforts 
of  friendly  small  community  living  and 
recreation  that  only  Montana  can  offer! 
Send  CV  to: 

Cynthia  Lacro 
PROSEARCH 

305  N.E.  102nd  Avenue 
Portland,  Oregon  97220 
(800)  237-6906 


through  the  Lommen  Health  Science  Library,  has  set 
up  the  Med-Fax  network.  A grant  from  the  Bush  Foun- 
dation made  this  possible.  Prompt  Medline  searching 
and  telefacsimile  transmission  are  offered.  For  futher 
information  contact  Elizabeth  Lang  at  Vermillion, 
(605)  335-2861. 

The  American  Medical  Association  has  a wide 
scope  of  services  through  its  AMA/NET  program.  It 
offers  literary  searches,  medical  news  and  public  infor- 
mation, professional  programs  including  patient- 
specific  diagnostic  aids  from  the  Massachusetts 
General  Hospital  and  patient-specific  drug  profiles 
and  drug  interactions.  Category  I CME  credits  are 
available.  Call  1-800-426-2873  for  detailed  informa- 
tion. 

Your  future  depends  on  your  management  of  the 
present  time  problem.  Schedule  a definite  period  to 
work  on  it!  # 


GP/FP  Physician  Wanted 

Solo  practice  available  immediately. 
Modern  clinic  next  door  to  21  bed  hos- 
pital. First  year  guarantee  negotiable; 
malpractice  insurance  paid;  free  use  of 
clinic  for  one  year.  Ipswich  is  an  agri- 
culture community  with  a population  of 
about  1,000,  located  25  miles  west  of 
Aberdeen.  Lots  of  outdoor  sports. 

Contact:  Ken  Trammell,  Administrator 
Ipswich  Community  Hospital 
P.O.  Box  326 

Ipswich,  South  Dakota  57451 
Phone:  (605)426-6011 
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Genera  i/Fatnily 

Practitioner 

PROGRESSIVE  COMMUNITY  in  Northeast 
South  Dakota  has  a position  open  for  a gen- 
eral practitioner  or  family  practitioner  for 
full  time  solo  practice.  Guaranteed  income 
plus  generous  benefits  including  paid  mal- 
practice. Satellite  clinic  to  multihospital  sys- 
tem. No  night  or  weekend  call.  Send  CV  to: 

Mr.  Kim  Erb,  Administrative  Director 
Clinical  Services 
1400-1  5th  Avenue,  NW 
Aberdeen,  SD  57401 
Phone:  (605)  622-3489 


EMERGENCY  PHYSICIANS 

South  Dakota:  Expanding  physician- 
owned  emergency  group  has  opening 
for  full-time  career-oriented  emergen- 
cy physicians  in  South  Dakota.  Excel- 
lent benefits  including  malpractice,  dis- 
ability, health  insurance,  profit  shar- 
ing, etc.  Flexible  work  schedules,  ex- 
cellent working  and  living  conditions. 

Contact:  Donald  Kougl,  M.D. 

(307)  632-1436 

or  send  CV  to:  EMP,  P.C. 

P.O.  Box  805 
Cheyenne,  WY 
82003-0805 


Physicians  Needed 

General  Surgeon,  Family  Practitioner  and 
Internist  to  join  eight  doctor  clinic  in  Cloquet, 
MN,  a community  of  1 2,000  (30,000  service 
area),  located  20  minutes  from  Duluth-Su- 
perior. Clinic  facility  is  located  one  block 
from  modern,  well  equipped  77-bed  hospi- 
tal. Cloquet  enjoys  a stable  economy  (forest 
products).  Additionally,  our  community  is 
noted  for  its  excellent  school  system.  First 
year  salary  guarantee,  paid  malpractice, 
health  and  disability  insurance,  vacation  and 
study  time. 

Contact:  John  Turonie,  Administrator 
Raiter  Clinic,  LTD 
417  Skyline  Boulevard 
Cloquet,  MN  55720 
Phone:  (218)  879-1271 


OUTSTANDING  INCOME 
GUARANTEE 

LOOKING  FOR  TWO  FAMILY  PRACTICE  PHY- 
SICIANS TO  JOIN  OUR  GROUP  OF  SIX  FAM- 
ILY PRACTICE  PHYSICIANS  IN  A RAPIDLY 
GROWING,  AGGRESSIVE  PRACTICE.  NEW 
CLINIC.  COLLEGE  TOWN.  EXCEPTIONAL 
SUPPORT  STAFF. 


CONTACT: 

HARVEY  J.  HART,  MD 
DENNIS  C.  DECKER,  ADMINISTRATOR 


1440  15th  Ave.  N W • Aberdeen,  SD  57401 
Phone  (605)  226-3536 
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University  of  South  Dakota  School  of  Medicine 

" ...  providing  medical  education,  service 
and  research  for  South  Dakotans" 


The  First  University  of  South  Dakota 
Graduate  Sciences  Research  Forum;  a 

Summary  Report 

Twenty-eight  presentations,  on  a wide  spectrum  of  topics,  were  given  by  USD  graduate  stu- 
dents in  this  first  of  its  kind  Research  Forum. 

Gerald  J.  Yutrzenka,  PhD1 


Editorial  comment: 

The  first  Graduate  Sciences  Research  Forum  at  the  University  of  South  Dakota  included,  as  a majority  of  the 
participants,  graduate  students  from  the  School  of  Medicine.  Important  research  in  "The  Basic  Sciences"  is  on- 
going at  the  USD  School  of  Medicine.  The  discovery  and  development  of  new  knowledge  is  a prime  responsibility 
of  a medical  school,  and  is  fundamental  to  the  training  of  physicians  and  scientists  in  today’s  health  care  en- 
vironment. Robert  Talley,  MD,  Dean 


The  First  Annual  Graduate  Sciences  Research 
Forum  was  held  April  9,  1988,  at  the  Center  for 
Continuing  Education  on  the  Vermillion  campus  of  the 
University  of  South  Dakota.  The  forum  brought 
together  graduate  students,  faculty  and  administrators 
from  the  entire  university.  Papers  were  presented  by 
graduate  students  from  the  departments  of  Anatomy, 
Biochemistry,  Biology,  Chemistry,  Microbiology, 
Physiology/Pharmacology,  and  Psychology.  The  pur- 
pose of  the  meeting  was  to  highlight  the  various  avenues 
of  research  that  are  being  pursued  by  graduate  students 
in  the  sciences  at  the  University  of  South  Dakota.  The 
forum  was  jointly  sponsored  by  the  School  of  Medicine 
and  by  an  education  grant  from  the  Upjohn  Company. 

There  were  twenty-eight  scientific  presentations. 
Sixteen  of  those  were  given  by  graduate  students  from 
the  School  of  Medicine,  with  twelve  presentations 
authored  by  graduate  students  from  other  disciplines. 
The  following  graduate  student  and  departments  were 
represented  at  the  Forum. 

Presenters  by  Department 
M.  Owens  Biology 

X.  Xiong  Biochemistry 

S.  Garrett  Biochemistry 

J.  Douglas  McDonald  Clinical  Psychology 


Assistant  Professor,  Department  of  Physiology/Pharm- 
acology, USD  School  of  Medicine,  Vermillion,  SD. 


K.  M.  Webb 

Chemistry 

G.  Budweg 

Microbiology 

W.  F.  Waltz 

Physiology/Pharmacology 

G.  Piquette 

Anatomy 

C.  Reagan 

Physiology/Pharmacology 

S.  Weber 

Physiology/Pharmacology 

P.  T.  Langworthy 

Clinical  Psychology 

C.  Pharr 

Chemistry 

J.  Klancke 

Chemistry 

D.  Bradley 

Microbiology 

R.  R.  Barkosky 

Biology 

A.  T.  Miller 

Physiology/Pharmacology 

R.  V.  Adajar 

Physiology/Pharmacology 

D.B.  Munce 

Biochemistry 

L.  A.  Fiferman 

Psychology 

N.  J.  Hotz 

Chemistry 

D.  Hovinen 

Microbiology 

J.  W.  Christensen 

Chemistry 

M.  L.  Terry 

Physiology/Pharmacology 

V.  Bernard 

Biochemistry 

T.  A.  Pflanz 

Chemistry 

L.  D.  Gaspers 

Biochemistry 

M.  P.  Noonan 

Psychology 

S.  Hodel 

Microbiology 

Presentations  were  arranged  into  four  interdiscipli- 
nary sessions  and  included  a variety  of  topics.  "Jet  Lag 
and  Premenstrual  Tension  Syndrome"  was  addressed 
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by  M.  P.  Noonan  from  a study  of  115  college-age 
women  who  had  experienced  extended  flights  crossing 
several  time  zones.  "Studies  on  the  Mechanism  of 
Protection  of  Animals  Against  Organophosphate  An- 
ticholinesterase Poisoning  by  Pretreatment  with  a Car- 
bamate Anticholinesterase:  a Proposal"  by  C.  Reagan 
dealt  with  a possible  mechanism  to  overcome  the  ef- 
fects of  poisoning  with  organophosphate  pesticides.  R. 
V.  Adajar  addressed  the  question  "Are  Renal  Nerves 
Involved  in  the  Natriuresis  and  Diuresis  Produced  by 
Central  Administration  of  Clonidine?" 

"Effects  of  Selenium  on  Mercuric  Chloride  and 
Acid-Soluble  Thiol  Levels  in  the  Kidney  and  Liver  of 
the  Black  Bullhead"  was  discussed  by  M.  Owens  of  the 
Biology  Department.  J.  Douglas  McDonald  presented 
"The  Cheyenne  Outbreak  Revisited:  and  P.  T. 
Langworthy  considered  "The  Relation  Between 
Suicidal  Behavior  and  Family  Environment,  Life  Stress 
and  Attitudes  Towards  Suicide  in  University  Students." 

At  the  dinner  which  followed  the  scientific  sessions, 
the  keynote  address  was  given  by  Herman  Wigodsky, 
MD,  PhD,  Department  of  Pathology,  University  of 
Texas  Health  Science  Center,  San  Antonio,  Texas.  Dr. 
Wigodsky,  a graduate  of  USD  School  of  Medicine, 
provided  a stimulating  and  entertaining  discussion  on 
the  topic  of  "Grantsmanship-Beg,  Borrow  or  Steal." 

This  first  Annual  Graduate  Sciences  Research 
Forum  was  clearly  a success  in  the  eyes  of  all  who  or- 
ganized and  participated  in  it.  New  knowledge  is  al- 
ways a challenge.  The  pursuit  of  knowledge  is  part  of 
the  growth  and  development  of  physicians  and  scien- 
tists seeking  to  improve  the  quality  of  human  life 
through  their  investigations  in  the  basic  and  applied 
sciences. 
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SOUTH  DAKOTA 


Letters  To  The  Editor 


AIDS 

My  retired  physician  husband,  William  T.  Sweeny, 
MD,  receives  your  fine  publication. 

On  page  29  of  the  May  1988  issue,  I read  the  com- 
ments of  the  South  Dakota  teachers  survey  on  AIDS 
with  interest.  However  a disturbing  statement  in  the 
Introduction,  "AIDS  virus  is  found  in  various  body 
fluids  (blood,  semen,  urine,  breast  milk  and  saliva)..." 

In  the  phamphlet  mailed  to  all  health  professionals 
and  the  one  to  everyone  from  the  US  Surgeon  General, 
there  is  the  statement  on  page  3,  "you  won’t  get  AIDS 
from  saliva,  sweat,  tears,  urine  or  a bowel  movement". 

As  new  tests  are  run  on  this  AIDS  plague,  I suppose 
conflicting  statements  will  appear.  So  one  wonders. 

Mary  Sweeny 
(Mrs.  W.  T.  Sweeny) 
North  Bend,  Oregon 

ps:  One  of  the  real  concerns  is  the  hope  that  AIDS 
will  not  get  in  the  food  chain. 


* * * * 


The  study  by  Robert  C.  Goodhope  et  al  on  "What 
Teachers  Think  About  AIDS"  has  an  interesting  mixed 
question  which,  it  seems  to  me,  muddies  the  answer  and 
obscures  two  separate  issues.  The  question  was, 
"Which  will  be  more  effective  in  halting  the  spread  of 
AIDS,  testing  or  education?"  Later  in  the  article,  it  is 
cited  separately  that  "the  teachers  were  84%  in  favor  of 
mandatory  testing  for  HIV."  On  the  double  question, 
however,  13%  of  the  teachers  said  that  testing  would  be 
more  effective,  and  82%  said  that  education  would  be 
more  effective.  This  is  a pairing  of  questions  about  ap- 
ples and  oranges.  One  group  of  people  will  be  helped 
to  avoid  AIDS  by  education,  and  that  is  young  people. 
The  homosexual  community  is  worthless.  Their 
problem  is  not  ignorance,  but  promiscuous  behavior. 
After  all,  one  may  legitimately  inquire  of  anyone,  "If  you 
had  sex  with  100  or  200  strangers  every  year,  would  you 
be  surprised  if  you  caught  a sexually  transmitted  dis- 
ease?" 

Educating  IV  drug  abusers  is  highly  questionable: 
more  than  one  study  has  shown  that  drug  abusers  who 
know  that  they  are  infected  actually  increase,  or  at  least 
do  not  decrease,  their  needle  sharing  activities. 

Testing,  especially  premarital,  will  be  very  effective 
in  halting  the  spread  of  AIDS  in  certain  population 
groups:  infected  drug  abusers  who  propose  to  get  mar- 
ried to  someone  who  is  not  infected,  infected  bisexuals 
who  propose  to  get  married  to  a woman  who  is  not  in- 
fected, and  infected  women  who  have  been  the  sexual 
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Sustained  Release  Tablets 


INDICATIONS  AND  USAGE:  BECAUSE  OF  REPORTS  OF  INTESTINAL  AND  GASTRIC  ULCERATION  AND 
BLEEDING  WITH  SLOW-RELEASE  POTASSIUM  CHLORIDE  PREPARATIONS,  THESE  DRUGS  SHOULD 
BE  RESERVED  FOR  THOSE  PATIENTS  WHO  CANNOT  TOLERATE  OR  REFUSE  TO  TAKE  LIQUID  OR  EF- 
FERVESCENT POTASSIUM  PREPARATIONS  OR  FOR  PATIENTS  IN  WHOM  THERE  IS  A PROBLEM  OF 
COMPLIANCE  WITH  THESE  PREPARATIONS 

1.  For  therapeutic  use  in  patients  with  hypokalemia  with  or  without  metabolic  alkalosis,  in  digitalis 
intoxication  and  in  patients  with  hypokalemic  familial  periodic  paralysis. 

2.  For  the  prevention  of  potassium  depletion  when  the  dietary  intake  is  inadequate  in  the  following 
conditions'  Patients  receiving  digitalis  and  diuretics  for  congestive  heart  failure,  hepatic  cirrhosis 
with  ascites,  states  of  aldosterone  excess  with  normal  renal  function,  potassium-losing  nephropathy, 
and  with  certain  diarrheal  states. 

3.  The  use  of  potassium  salts  in  patients  receiving  diuretics  for  uncomplicated  essential  hyperten- 
sion is  often  unnecessary  when  such  patients  have  a normal  dietary  pattern.  Serum  potassium 
should  be  checked  periodically,  however,  and  if  hypokalemia  occurs,  dietary  supplementation  with 
potassium-containing  foods  may  be  adequate  to  control  milder  cases.  In  more  severe  cases  sup- 
plementation with  potassium  salts  may  be  indicated. 

CONTRAINDICATIONS:  Potassium  supplements  are  contraindicated  in  patients  with  hyperkalemia 
since  a further  increase  in  serum  potassium  concentration  in  such  patients  can  produce  cardiac 
arrest  Hyperkalemia  may  complicate  any  of  the  following  conditions:  Chronic  renal  failure,  systemic 
acidosis  such  as  diabetic  acidosis,  acute  dehydration,  extensive  tissue  breakdown  as  in  severe  burns, 
adrenal  insufficiency,  or  the  administration  of  a potassium-sparing  diuretic  (e  g , spironolactone, 
triamterene) 

Wax-matrix  potassium  chloride  preparations  have  produced  esophageal  ulceration  in  certain  cardi- 
ac patients  with  esophageal  compression  due  to  enlarged  left  atrium. 

All  solid  dosage  forms  of  potassium  chloride  supplements  are  contraindicated  in  any  patient  in 
whom  there  is  cause  for  arrest  or  delay  in  tablet  passage  through  the  gastrointestinal  tract.  In  these 
instances,  potassium  supplementation  should  be  with  a liquid  preparation. 

WARNINGS:  Hyperkalemia— In  patients  with  impaired  mechanisms  for  excreting  potassium,  the  ad- 
ministration of  potassium  salts  can  produce  hyperkalemia  and  cardiac  arrest.  This  occurs  most  com- 
monly in  patients  given  potassium  by  the  intravenous  route  but  may  also  occur  in  patients  given 
potassium  orally.  Potentially  fatal  hyperkalemia  can  develop  rapidly  and  be  asymptomatic.  The  use  of 
potassium  salts  in  patients  with  chronic  renal  disease,  or  any  other  condition  which  impairs  potas- 
sium excretion,  requires  particularly  careful  monitoring  of  the  serum  potassium  concentration  and 
appropriate  dosage  adjustment 

Interaction  with  Potassium  Sparing  Diuretics— Hypokalemia  should  not  be  treated  by  the  con- 
comitant administration  of  potassium  salts  and  a potassium-sparing  diuretic  (e  g . spironolactone  or 
triamterene)  since  the  simultaneous  administration  of  these  agents  can  produce  severe  hyperkalemia. 

Gastrointestinal  Lesions— Potassium  chloride  tablets  have  produced  stenotic  and/or  ulcerative 
lesions  of  the  small  bowel  and  deaths.  These  lesions  are  caused  by  a high  localized  concentration  of 
potassium  ion  in  the  region  of  a rapidly  dissolving  tablet,  which  injures  the  bowel  wall  and  thereby 
produces  obstruction,  hemorrhage  or  perforation. 

K-DUR  tablets  contain  micro-crystalloids  which  disperse  upon  disintegration  of  the  tablet.  These 
micro-crystalloids  are  formulated  to  provide  a controlled  release  of  potassium  chloride.  The  dispersi- 
bility of  the  micro-crystalloids  and  the  controlled  release  of  ions  from  them  are  intended  to  minimize 
the  possibility  of  a high  local  concentration  near  the  gastrointestinal  mucosa  and  the  ability  of  the  KCI 
to  cause  stenosis  or  ulceration.  Other  means  of  accomplishing  this  (eg.,  incorporation  of  potassium 
chloride  into  a wax  matrix)  have  reduced  the  frequency  of  such  lesions  to  less  than  one  per  100,000 
patient  years  (compared  to  40-50  per  100,000  patient  years  with  enteric-coated  potassium  chloride) 
but  have  not  eliminated  them  The  frequency  of  Gl  lesions  with  K-DUR  tablets  is,  at  present, 
unknown  K-DUR  tablets  should  be  discontinued  immediately  and  the  possibility  of  bowel  obstruction 
or  perforation  considered  if  severe  vomiting,  abdominal  pain,  distention,  or  gastrointestinal  bleeding 
occurs. 

Metabolic  Acidosis— Hypokalemia  in  patients  with  metabolic  acidosis  should  be  treated  with  an 
alkalinizing  potassium  salt  such  as  potassium  bicarbonate,  potassium  citrate,  potassium  acetate,  or 
potassium  gluconate. 

PRECAUTIONS:  The  diagnosis  of  potassium  depletion  is  ordinarily  made  by  demonstrating  hypokale- 
mia in  a patient  with  a clinical  history  suggesting  some  cause  for  potassium  depletion.  In  interpreting 
the  serum  potassium  level,  the  physician  should  bear  in  mind  that  acute  alkalosis  per  se  can  produce 
hypokalemia  in  the  absence  of  a deficit  in  total  body  potassium  while  acute  acidosis  per  se  can  in- 
crease the  serum  potassium  concentration  into  the  normal  range  even  in  the  presence  of  a reduced 
total  body  potassium.  The  treatment  of  potassium  depletion,  particularly  in  the  presence  of  cardiac 
disease,  renal  disease,  or  acidosis  requires  careful  attention  to  acid-base  balance  and  appropriate 
monitoring  of  serum  electrolytes,  the  electrocardiogram,  and  the  clinical  status  of  the  patient 

Laboratory  Tests:  Regular  serum  potassium  determinations  are  recommended  In  addition,  during 
the  treatment  of  potassium  depletion,  careful  attention  should  be  paid  to  acid-base  balance,  other 
serum  electrolyte  levels,  the  electrocardiogram,  and  the  clinical  status  of  the  patient,  particularly  in 
the  presence  of  cardiac  disease,  renal  disease,  or  acidosis. 

Drug  Interactions:  Potassium-sparing  diuretics:  see  WARNINGS. 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility:  Long-term  carcinogenicity  studies  in 
animals  have  not  been  performed. 

Pregnancy  Category  C:  Animal  reproduction  studies  have  not  been  conducted  with  K-DUR  It  is 
also  not  known  whether  K-DUR  can  cause  fetal  harm  when  administered  to  a pregnant  woman  or  can 
affect  reproduction  capacity  K-DUR  should  be  given  to  a pregnant  woman  only  if  clearly  needed. 

Nursing  Mothers:  The  normal  potassium  ion  content  of  human  milk  is  about  13  mEq  per  liter.  Since 
oral  potassium  becomes  part  of  the  body  potassium  pool,  so  long  as  body  potassium  is  not  exces- 
sive, the  contribution  of  potassium  chloride  supplementation  should  have  little  or  no  effect  on  the 
level  in  human  milk 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been  established 
ADVERSE  REACTIONS:  One  ot  the  most  severe  adverse  effects  is  hyperkalemia  (see  CONTRAINDICATIONS, 
WARNINGS,  and  OVEROOSAGE).  There  have  also  been  reports  of  upper  and  lower  gastrointestinal 
conditions  including  obstruction,  bleeding,  ulceration,  and  perforation  (see  CONTRAINDICATIONS 
and  WARNINGS);  other  factors  known  to  be  associated  with  such  conditions  were  present  in  many  of 
these  patients. 

The  most  common  adverse  reactions  to  oral  potassium  salts  are  nausea,  vomiting,  abdominal  dis- 
comfort, and  diarrhea.  These  symptoms  are  due  to  irritation  of  the  gastrointestinal  tract  and  are  best 
managed  by  taking  the  dose  with  meals  or  reducing  the  dose. 

Skin  rash  has  been  reported  rarely 

OVEROOSAGE:  The  administration  of  oral  potassium  salts  to  persons  with  normal  excretory  mecha- 
nisms for  potassium  rarely  causes  serious  hyperkalemia  However,  if  excretory  mechanisms  are  im- 
paired or  if  potassium  is  administered  too  rapidly  intravenously,  potentially  fatal  hyperkalemia  can 
result  (see  CONTRAINDICATIONS  and  WARNINGS).  It  is  important  to  recognize  that  hyperkalemia  is 
usually  asymptomatic  and  may  be  manifested  only  by  an  increased  serum  potassium  concentration 
and  characteristic  electrocardiographic  changes  (peaking  of  T-waves,  loss  of  P-waves,  depression  of 
S-T  segment,  and  prolongation  of  the  QT -interval)  Late  manifestations  include  muscle-paralysis  and 
cardiovascular  collapse  from  cardiac  arrest. 

Treatment  measures  for  hyperkalemia  include  the  following 

1 Elimination  of  foods  and  medications  containing  potassium  and  of  potassium-sparing  diuretics 

2.  Intravenous  administration  of  300  to  500  ml/hr  of  10%  dextrose  solution  containing  10-20  units 
of  insulin  per  1,000  ml. 

3.  Correction  of  acidosis,  if  present,  with  intravenous  sodium  bicarbonate, 

4.  Use  of  exchange  resins,  hemodialysis,  or  peritoneal  dialysis 

In  treating  hyperkalemia,  it  should  be  recalled  that  in  patients  who  have  been  stabilized  on 
digitalis,  too  rapid  a lowering  of  the  serum  potassium  concentration  can  produce  digitalis  toxicity. 
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partners  of  either  drug  abusers  or  bisexuals.  It  should 
be  pointed  out  that  all  IV  drug  abusers  are  sociopaths. 
There  are  no  exceptions.  They  will  therefore  lie  about 
any  circumstance  that  stands  between  them  and  their 
goal.  Testing  is  appropriate  for  such  persons. 
Bisexuals,  or  even  homosexuals  who  wish  to  "take 
cover"  in  a marriage,  may  also  be  expected  to  lie  about 
their  sexual  history.  Testing  is  appropriate  to  uncover 
those  persons.  Clearly,  no  one  has  a "civil  right"  to  in- 
fect someone  with  AIDS. 

"Education"  is  the  liberal  panacea  for  any  problem 
which  the  liberal  lacks  the  courage  to  confront.  What 
the  homosexual  community  has  shown  over  the  last  ten 
years  is  that  it  wishes  to  be  freed  of  the  problem  of 
AIDS  without  changing  its  promiscuous  behavior  in  the 
slightest.  (Only  2%  of  homosexuals  have  anything  ap- 
proaching a monogamous  relationship.)  It  is  not  mere- 
ly inappropriate,  but  a culpable  dereliction  of  duty  for 
physicians  to  acquiesce  in  turning  a classic  public 
health  problem  of  a plague  into  a pseudo  civil  rights 
problem. 

James  W.  Wiggs,  MD 
Yankton,  SD 


Medical  Director 

The  University  of  South  Dakota 
Student  Health  Clinic 
Vermillion,  South  Dakota 

Responsibilities  include  providing  patient 
care,  medical  leadership  and  direct  super- 
vision of  medical  personnel  including  nurse 
practitioner  and  physician  assistant.  Uni- 
versity School  of  Medicine  appointment  el- 
igibility. Prefer  Internist,  Pediatrician  or 
Family  Practitioner  with  demonstrated  in- 
terest/training in  adolescent  and  preventa- 
tive medicine.  Salary  is  competitive  with  ex- 
cellent fringe  benefits  including  professional 
liability.  This  is  an  academic  year  appoint- 
ment. 

Send  application  and  resume  with  names, 
addresses  and  telephone  numbers  of  three 
references  to: 

Dr.  William  Donohue,  Vice  President  For  Stu- 
dent Life,  Room  205  Slagle  Hall,  414  East 
Clark,  Vermillion,  S.D.  57069 


Auxiliary  News 


Jacquelyn  Gunnarson,  President,  South  Dakota  State 
Medical  Association  Auxiliary 


Turning  Your  Ear  to  Wisdom  and 
Your  Heart  to  Understanding 

(Proverbs  2:2) 

With  this  for  a beginning,  my  goals  as  president  of 
the  South  Dakota  State  Medical  Association 
Auxiliary  were  shared  at  the  first  meeting  of  the  1988- 
1989  Board  of  Directors. 

The  focus  for  the  coming  year  will  be  "Communica- 
tion...The  Key  to  Being  Understood".  This  will  be  ap- 
plied through  five  goals: 

• Goal  1.  Communication  to  understand. ..yourself. 


To  : Jesus,  Son  of  Joseph 

Carpenter  Shop 

Nazareth 

Dear  Sir: 

Thank  you  for  submitting  the  resumes  of  the  12  men 
you  have  picked  for  managerial  positions  in  your  new  or- 
ganization. All  of  them  have  now  taken  our  batteiy  of 
tests,  and  we  have  not  only  run  the  results  through  our 
computer,  but  also  arranged  personal  interviews  for  each 
of  them  with  our  psychologist  and  vocational  aptitude 
consultant. 

It  is  the  staff  opinion  that  most  of  your  nominees  are 
lacking  in  background,  education  and  vocational  ap- 
titude for  the  type  of  enterprise  you  are  undertaking.  They 
do  not  have  the  team  concept.  We  would  recommend 
that  you  continue  your  search  for  persons  of  experience 
in  managerial  ability  and  proven  capacity. 

Simon  Peter  is  emotionally  unstable  and  given  to  fits 
of  temper.  Andrew  has  absolutely  no  qualities  of  leader- 
ship. The  two  brothers,  James  and  John,  the  sons  of 
Zebedee,  place  personal  interest  above  company  loyalty. 
Thomas  demonstrates  a questioning  attitude  that  would 
tend  to  undermine  morale.  We  feel  that  it  is  our  duty  to 
tell  you  that  Matthew  has  been  black-listed  by  the  Greater 
Jerusalem  Better  Business  Bureau.  James,  the  son  of  Al- 
phaeus,  and  Thaddaeus  definitely  have  radical  leanings, 
and  they  both  registered  a high  score  on  the  manic-depres- 
sive scale. 

One  of  the  candidates,  however,  shows  great  potential. 
He  is  a man  of  ability  and  resourcefiilness,  meets  people 
well,  has  a keen  business  mind  and  has  contacts  in  high 
places.  He  is  highly  motivated,  ambitious  and  respon- 
sible. We  recommend  Judas  Iscariot  as  your  comptroller 
and  your  right-hand  man.  All  of  the  other  profiles  are 
self-explanatory. 


• Goal  2.  Communication  to  understand.. .the 
physician-spouse  and  family. 

• Goal  3.  Communication  to  understand. ..the 
Auxiliary. 

• Goal  4.  Communication  to  understand. ..the 
Medical  Association. 


Goal  5.  Communication  to  understand.. .the 
community. 


I am  encouraged  by  having  50  individuals  on  the 
Board,  with  each  of  the  12  districts  in  the  state  being 
represented,  and  look  forward  to  the  challenges  we  en- 
counter as  we  share  together. 

Whenever  an  organization  is  establishing  a working 
body  of  diverse  individuals,  I am  reminded  of  the  fol- 
lowing letter,  which  appeared  in  one  of  my  newsletters 
at  Seminary: 


We  wish  you  every  success  in  your  new  venture. 

Sincerely  yours. 
The  Jordan  Management  Consults 

Each  one  of  us  is  also  uniquely  different. ..and  yet 
much  can  be  accomplished  when  we  work  together  for 
a greater  cause!  # 


l 
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Professional  Liability  Briefs 


Risk  Management  for  Physicians 

Patient  Transfers-Potential  Hospital  and  Physician 

Liability  Under  Federal  Law, 

David  A,  Gerdes1 

In  1986  Congress  adopted  the  Consolidated  Om- 
nibus Budget  Reconciliation  Act  of  1985,  also  known 
as  COBRA.  This  Act  occupies  more  than  300  pages  in 
the  statute  books.  Tucked  back  under  miscellaneous 
provisions  is  Section  9121  entitled  "Responsibilities  of 
Medicare  Hospitals  in  Emergency  Cases". 

This  appears  to  be  but  another  example  of  overkill 
by  Congress  in  dealing  with  what  has  admittedly  be- 
come a serious  problem,  principally  in  metropolitan 
areas  — "patient  dumping".  While  patient  dumping  has 
been  roundly  criticized,  the  provisions  of  the  Act  carry 
the  potential  liability  of  hospitals,  and  to  a lesser  extent, 
physicians  far  beyond  the  wrong  sought  to  be  remedied. 

The  Act  applies  to  any  patient  transfer  where  active 
labor  or  an  emergency  medical  condition,  as  defined  by 
the  Act,  exists.  It  further  requires  any  hospital  with  an 
emergency  department  to  provide  for  an  appropriate 
medical  screening  examination  for  any  person 
presented  at  the  emergency  department  to  determine 
whether  active  labor  or  an  emergency  medical  condi- 
tion exists. 

As  to  any  individual  found  to  have  an  emergency 
medical  condition  or  to  be  in  active  labor,  the  hospital 
must  provide  for  further  medical  examination  and 
treatment  to  stabilize  the  individual,  or  it  must  transfer 
the  individual  to  another  medical  facility  in  accordance 
with  the  Act  (generally,  where  the  patient  is  not  stabi- 
lized, this  means  that  the  patient,  or  one  legally  respon- 
sible for  him,  must  request  the  transfer  or  a physician 
must  certify  that  the  medical  benefits  of  the  transfer 
outweigh  the  risks). 

If  a patient  is  transferred  without  being  stabilized, 
the  hospital  can  be  liable  for  damages  or  civil  monetary 
penalties  if  any  one  or  more  of  the  following  is  true: 

• A certification  was  not  signed  by  the  transferring 
physician  at  the  time  of  transfer  stating  that  the 
medical  benefits  of  the  transfer  outweighed  the 
risks; 

• The  means  of  transfer  was  not  equipped  or  ade- 
quate to  handle  any  foreseeable  medical  complica- 
tions that  might  arise  during  transfer; 

• The  "transportation  personnel"  were  not  qualified 
to  handle  foreseeable  medical  complications; 


Attorney  at  Law,  General  Counsel,  South  Dakota  State 
Medical  Association. 


• The  transferring  hospital  did  not  contact  the 
receiving  hospital  in  advance  to  determine  that 
adequate  space  for  the  patient  and  qualified  staff 
were  available; 

• The  transferring  hospital  did  not  obtain  permis- 
sion for  the  transfer  from  the  receiving  hospital  in 
advance;  or 

• Copies  of  the  patient’s  records  were  not  provided 
to  the  receiving  hospital  by  the  transferring  hospi- 
tal. 

Serious  penalties  are  provided  for  any  violation  of 
the  Act.  The  hospital  can  have  its  Provider  Agreement 
terminated  or  suspended.  A civil  monetary  penalty  can 
be  imposed  by  the  Secretary  of  HEW  in  an  amount  of 
up  to  $25,000  for  each  violation.  In  addition  to  civil 
monetary  penalties  assessed  by  HEW,  an  individual 
who  suffers  personal  harm  as  a direct  result  of  the 
hospital’s  violation  of  the  Act  may  obtain  "those 
damages  available  for  personal  injury  under  the  law  of 
the  state  in  which  the  hospital  is  located"  from  the 
hospital.  Presumably,  the  right  to  sue  extends  to  the 
next  of  kin  of  the  patient.  Further,  any  other  medical 
facility  suffering  a financial  loss  because  of  the  trans- 
ferring hospital’s  violation  of  the  Act,  may  likewise  ob- 
tain damages  in  a civil  action. 

The  Act  creates  a strict  liability  against  hospitals. 
Whether  or  not  anyone  was  negligent  has  no  bearing 
upon  the  collectibility  of  damages  — all  that  must  be 
proven  is  that  the  Act  was  in  fact  violated.  In  a very  real 
sense,  the  Act  erodes  the  independent  contractor 
status  of  physicians  on  the  medical  staff.  Under  the 
Act,  the  hospital  is  responsible  for  the  actions  of  the 
physician  in  determining  whether  a patient  is  stabilized 
and  in  signing  the  certification  for  transfer,  without 
regard  for  the  fact  that  the  physician  might  be  an  inde- 
pendent contractor.  Not  only  does  this  have  the  effect 
of  eroding  the  independent  status  of  many  physicians 
in  the  hospital,  it  also  gives  hospitals  a potential  argu- 
ment to  attempt  to  place  further  controls  on  the  prac- 
tice of  medicine  in  the  hospital.  For  example,  where  a 
failure  of  a physician  to  certify  in  accordance  with  the 
Act  results  in  liability  to  the  hospital,  it  takes  little  im- 
agination to  conclude  that  the  hospital’s  next  act  will  be 
a lawsuit  for  indemnity  against  the  physician.  It  seems 
reasonable  to  assume  that  hospitals  will  seek  indemnity 
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clauses  in  staff  by-laws  to  deal  with  this  situation. 

From  a reading  of  the  Act,  it  appears  that  the  liability 
for  civil  damages  is  that  of  the  hospital.  However, 
physicians  are  specifically  made  subject  to  the  civil 
money  penalties  of  up  to  $25,000  for  failing  to  adhere 
to  the  provisions  of  the  Act  affecting  physicians. 

The  Act  has  really  not  been  interpreted  by  the 
courts,  so  there  are  many  questions  concerning  its  prac- 
tical application  and  effect.  However,  one  seemingly 
innocuous  provision  of  the  Act  may  prove  to  be  its 
greatest  evil.  The  Act  preempts  any  state  or  local  law 
which  directly  conflicts  with  a requirement  of  the  Act. 
Thus,  within  the  context  patient  transfers,  many  if  not 
all  of  the  medical  malpractice  tort  reforms  which  have 
been  enacted  by  this  and  other  states  would  be  inap- 
plicable. It  will  be  up  to  the  courts  to  determine  how 
broadly  to  interpret  the  applicability  of  the  Act  (and 
thus  its  effect  on  tort  reform),  as  to  precisely  what  ac- 
tivities by  physicians  and  hospitals  constitute  a patient 
transfer  within  the  provisions  of  the  Act. 

Undoubtedly,  the  greatest  initial  burden  is  placed 
upon  hospitals  under  the  Act.  However,  physicians  can 
become  liable  for  civil  penalties  for  not  properly  cer- 
tifying a patient  or  for  not  properly  screening.  Beyond 
the  obvious,  however,  lurks  the  very  real  damage  which 
the  requirements  of  the  Act  can  do  to  the  relationship 
between  physicians  and  hospitals.  It  is  easy  to  imagine 
the  problems  that  can  develop  between  physicians  and 
hospitals  over  the  identification  of  responsibilities 
under  the  requirements  of  the  Act.  For  example,  let  us 
assume  that  a patient  presents  himself  to  the  emergen- 
cy room  and  the  emergency  room  physician  determines 
that  an  emergency  medical  condition  does  not  exist, 
and  that  the  patient  should  see  his  own  physician  in  due 
course.  Liability  could  accrue  under  the  Act  if  the 
patient’s  condition  did  in  fact  worsen  and  it  was  deter- 
mined that  the  screening  was  not  properly  done. 

It  would  appear  to  be  incumbent  upon  both 
physicians  and  hospitals  to  be  familiar  with  the 
provisions  of  this  Act,  and  to  institute  appropriate  pro- 
cedures to  ensure  that  the  Act  is  not  inadvertently  vio- 
lated. While  the  law  is  aimed  primarily  at  patient 
dumping,  it  applies  to  any  transfer  in  which  the  patient 
was  not  stabilized,  regardless  of  whether  the  transfer 
was  for  economic  reasons.  # 


"The 
Power  of 
the  Pen” 


When  you  decide  to  use  Bactrim, 
use  the  power  of  the  pen  as  well. 
Protect  your  prescribing  decision  in 
accordance  with  your  state  regula- 
tions to  prevent  substitution.  It  guar 
antees  your  patients  will  get  the 
power  of  Bactrim. 
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Future  Meetings 


August 

Common  Problems  in  Obstetrics  and  Gynecology, 

Liodmeier’s  North  Shore  Lodge,  Eagle  Lake,  Ontario,  Aug 
13-18.  Fee:  $699.  19.5  hrs  AAFP,  ACOG,  AMA  Category  I 
credit.  Contact:  Eugenia  Kassar,  Off  of  Academic  Affairs, 
Hennepin  County  Med  Ctr,  701  Park  Ave,  #4220,  Min- 
neapolis, MN  55415.  Phone:  (612)  347-2075. 

Discussion  of  Current  Hand  Care  Concepts,  Hotel  del 

Coronado,  San  Diego,  CA,  Aug  18-21.  Fee:  $725.  16  hrs 
ASPRS  & AMA  Category  I credit.  Contact:  Plastic  Surgery 
Educational  Found,  444  E Algonquin  Rd,  Arlington  Heights, 
IL  60005.  Phone:  (312)  228-9900. 

September 

13th  Annual  South  Dakota  Perinatal  Association  Conference: 
Perinatal  Care  on  the  Great  Plains/Maintaining  Clinical  Ex- 
cellence, Howard  Johnson  Conv  Ctr,  Rapid  City,  SD,  Sept 
21-23.  CME  credits  avail.  Contact:  Debbie  Meyer,  SDPA, 
1100  S Euclid,  Sioux  Falls,  SD  57105.  Phone:  (605)  333-7155. 

First  National  Conference  on  Nicotine  Dependence;  Diag- 
nosis, Treatment  and  Smoke  Free  Issues,  Hyatt  Regency,  Min- 
neapolis, MN,  Sept  22-25.  17.5  hrs  AMA  Category  I credit. 
Contact:  AMSAODD,  6525  W North  Ave,  #204,  Oak  Park, 
IL  60302.  Phone:  (312)  848-6050. 

Second  Annual  Immunology,  Rheumatology  and  Allergy  Sym- 
posium, Westin  Crown  Ctr,  Kansas  City,  MO,  Sept  23-24. 
Fee:  $175.  11.5  hrs  AAFP  & AMA  Category  I credit.  Con- 
tact: David  S.  Baldwin,  MPA,  U of  Kans  Med  Ctr,  Off  Cont 
Ed,  39th  & Rainbow  Blvd,  Kansas  City,  MO  66103.  Phone: 
(913)  588-4488. 

October 

Thirteenth  Annual  International  Body  Imaging  Conference, 

Maui,  Hawaii,  Oct  8-16.  Fee:  $495.  30  hrs  AMA  Category  I 
credit.  Contact:  Annual  Body  Imaging  Conf,  21915  Roscoe 
Blvd,  #222,  Canoga  Park,  CA  91304.  Phone:  (818)  700-9821. 

Second  Annual  Center  on  Aging  Postgraduate  Symposium, 
Skeletal  Integrity  in  the  Elderly,  Doubletree  at  Corporate 
Woods,  Overland  Park,  KS,  Oct  13-14.  9.5  hrs  AMA 
Category  I credit.  Contact:  David  Baldwin,  U of  Kansas 
Med  Ctr,  Off  Cont  Ed,  39th  & Rainbow  Blvd,  Kansas  City, 
KS  66103.  Phone:  (913)  588-4488. 

November 

56th  Annual  Postgraduate  Assembly,  Red  Lion  Inn,  Omaha, 
NE,  Nov  3-5.  AMA  Category  I credit  avail.  Contact:  Lor- 


raine E.  Seibel,  Exec  Sec,  7363  Pacific  St,  #205B,  Omaha, 
NE  68114. 


USD  SCHOOL  OF  MEDICINE  INTERDISCIPLINARY 
CONFERENCES  are  held  on  the  3rd  Saturday  of  each 
month,  from  10:00  a. m. -12:00  noon.  These  conferences 
originate  at  the  School  of  Medicine  in  Sioux  Falls  and  are 
videotaped  to  each  School  of  Medicine  location  in  the  state. 


Lake  Shore  Property 
For  Sale 

RICHMOND  LAKE,  Aberdeen,  S.D., 
1/2  mile  shore  frontage  on  deep  water; 
southern  exposure;  platted;  county  road; 
WEB  water;  REA. 

Contact: 

G.  Schaunaman 
PO  Box  2428 
Vista,  CA  92083 
Phone:  (619)  727-1463 
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In  moderate  depression  and  anxiety 

74%  of  patients  experienced  improved  sleep 
after  the  first  h.  s.  dose1 

► First-week  improvement  in  somatic  symptoms1 

50%  greater  improvement  with  Limbitrol  in 
the  first  week  than  with  amitriptyline  alone2 


Protect  Your  Prescribing  Decision: 
Specify  “Do  not  substitute.” 


limbitrol 

Each  tablet  contains  5 mg  chlordiazepoxide  and  /O 
12.5  mg  amitriptyline  (as  the  hydrochloride  salt)  VJL- 


Each  tablet  contains  10  mg  chlordiazepoxide  and  /O 
25  mg  amitriptyline  (as  the  hydrochloride  salt)  vY, 


References:  1.  Data  on  file,  Hoffmann-La  Roche  Inc.,  Nutley,  NJ.  2.  Feighner  VP, 
et  al  Psychopharmacology  61 .-217-225,  Mar  22, 1979. 


Limbitrol®® 

Tranquilizer— Antidepressant 

Before  prescribing,  please  consult  complete  product  information,  a summary  of  which 
follows: 

Contraindications:  Known  hypersensitivity  to  benzodiazepines  or  tricyclic  antidepressants; 
concomitant  use  with  MAOIs  or  within  14  days  of  monoamine  oxidase  inhibitors  (then  initiate 
cautiously,  gradually  increasing  dosage  until  optimal  response  is  achieved) ; during  acute  recovery 
phase  following  myocardial  infarction. 

Warnings:  Use  with  caution  in  patients  with  history  of  urinary  retention  or  angle-closure  glau 
coma.  Severe  constipation  may  occur  when  used  with  anticholinergics.  Closely  supervise  cardio- 
vascular patients.  Arrhythmias,  sinus  tachycardia,  prolongation  of  conduction  time,  myocardial 
infarction  and  stroke  reported  with  tricyclic  antidepressants,  especially  in  high  doses.  Caution 
patients  about  possible  combined  effects  with  alcohol  and  other  CNS  depressants  and  against 
hazardous  occupations  requiring  complete  mental  alertness  ( eg . , operating  machinery,  driving) . 
Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  the  first  trimester 
should  almost  always  be  avoided  because  of  increased  risk  of  congenital  mal 
formations.  Consider  possibility  of  pregnancy  when  instituting  therapy. 

Withdrawal  symptoms  of  the  barbiturate  type  have  occurred  after  discontinuation  of  benzodiaze- 
pines (see  Drug  Abuse  and  Dependence). 

Precautions:  Use  cautiously  in  patients  with  a history  of  seizures,  in  hyperthyroid  patients, 
those  on  thyroid  medication,  patients  with  impaired  renal  or  hepatic  function.  Because  of  suicidal 
ideation  in  depressed  patients,  do  not  permit  easy  access  to  large  quantities  of  drug.  Periodic  liver 
function  tests  and  blood  counts  recommended  during  prolonged  treatment.  Amitriptyline  may 
block  action  of  guanethidine  or  similar  antihypertensives.  When  tricyclic  antidepressants  are 
used  concomitantly  with  cimetidine  (Thgamet) , clinically  significant  effects  have  been  reported 
involving  delayed  elimination  and  increasing  steady  - state  concentrations  of  the  tricyclic  drugs. 
Use  of  Limbitrol  with  other  psychotropic  drugs  has  not  been  evaluated;  sedative  effects  may  be 
additive.  Discontinue  several  days  before  surgery.  Limit  concomitant  administration  of  ECT  to 
essential  treatment.  See  Warnings  for  precautions  about  pregnancy.  Should  not  be  taken  during 
the  nursing  period  or  by  children  under  12.  In  elderly  and  debilitated,  limit  to  smallest  effective 
dosage  to  preclude  ataxia,  oversedation,  confusion  or  anticholinergic  effects.  Inform  patients  to 
consult  physician  before  increasing  dose  or  abruptly  discontinuing  this  drug. 


Adverse  Reactions:  Most  frequent:  drowsiness,  dry  mouth,  constipation,  blurred  vision,  dizzi- 
ness, bloating.  Less  frequent:  vivid  dreams,  impotence,  tremor,  confusion,  nasal  congestion. 
Rare:  granulocytopenia,  jaundice,  hepatic  dysfunction.  Others:  many  symptoms  associated  with 
depression  including  anorexia,  fatigue,  weakness,  restlessness,  lethargy. 

Adverse  reactions  not  reported  with  Limbitrol  but  reported  with  one  or  both  components  or 
closely  related  drugs:  Cardiovascular:  Hypotension,  hypertension,  tachycardia,  palpitations, 
myocardial  infarction,  arrhythmias,  heart  block,  stroke.  Psychiatric.  Euphoria,  apprehension, 
poor  concentration,  delusions,  hallucinations,  hypomania,  increased  or  decreased  libido.  Neuro- 
logic: Incoordination,  ataxia,  numbness,  tingling  and  paresthesias  of  the  extremities,  extra- 
pyramidal  symptoms,  syncope,  changes  in  EEG  patterns.  Anticholinergic . Disturbance  of 
accommodation,  paralytic  ileus,  urinary  retention,  dilatation  of  urinary  tract.  Allergic:  Skin  rash, 
urticaria,  photosensitization,  edema  of  face  and  tongue,  pruritus.  Hematologic:  Bone  marrow 
depression  including  agranulocytosis,  eosinophilia,  purpura,  thrombocytopenia.  Gastrointesti- 
nal: Nausea,  epigastric  distress,  vomiting,  anorexia,  stomatitis,  peculiar  taste,  diarrhea,  black 
tongue.  Endocrine:  "testicular  swelling,  gynecomastia  in  the  male,  breast  enlargement,  galactor- 
rhea and  minor  menstrual  irregularities  in  the  female,  elevation  and  lowering  of  blood  sugar 
levels,  and  syndrome  of  inappropriate  ADH  (antidiuretic  hormone)  secretion.  Other:  Headache, 
weight  gain  or  loss,  increased  perspiration,  urinary  frequency,  mydriasis,  jaundice,  alopecia, 
parotid  swelling. 

Drug  Abuse  and  Dependence:  Withdrawal  symptoms  similar  to  those  noted  with  barbiturates 
and  alcohol  have  occurred  following  abrupt  discontinuance  of  chlordiazepoxide;  more  severe 
seen  after  excessive  doses  over  extended  periods;  milder  after  taking  continuously  at  therapeutic 
levels  for  several  months.  Withdrawal  symptoms  also  reported  with  abrupt  amitriptyline  discon- 
tinuation. Therefore,  after  extended  therapy,  avoid  abrupt  discontinuation  and  taper  dosage. 
Carefully  supervise  addiction-prone  individuals  because  of  predisposition  to  habituation  and 
dependence. 

Overdosage:  Immediately  hospitalize  patient,  teeat  symptomatically  and  supporhvely. 
l.V.  administration  of  lto  3 mg  physostigmine  salicylate  may  reverse  symptoms  of  amitriptyline 
poisoning.  See  complete  product  information  for  manifestation  and  treatment. 

How  Supplied:  Double  strength  (DS)  TUblets,  white,  film-coated,  each  containing  10  mg 
chlordiazepoxide  and  25  mg  amitriptyline  (as  the  hydrochloride  salt),  and  Tdblets,  blue,  film- 
coated,  each  containing  5 mg  chlordiazepoxide  and  12.5  mg  amitriptyline  (as  the  hydrochloride 
salt)— bottles  of  100  and  500;  tel-E-Dose®  packages  of  100;  Prescription  Paks  of  50. 
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In  the  depressed  and  anxious  patient 

See  Improvement  In  The  First  Wed 

And  The  Weeks  That  Follow 

74%  of  patients  experienced  improved  sleep 
after  the  first  h.s.  dose1 

First- week  reduction  in  somatic  symptoms1 
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Caution  patients  about  the  combined  effects  of 
Limbitrol  with  alcohol  or  other  CNS  depres- 
sants and  about  activities  requiring  complete 
mental  alertness,  such  as  operating  machinery 
or  driving  a car.  In  general,  limit  dosage  to  the 
lowest  effective  amount  in  elderly  patients. 


limbitrol 

Each  tablet  contains  5 mg  chlordiazepoxide  and  /j~r 
12.5  mg  amitriptyline  (as  the  hydrochloride  salt)  Y2C 


Percentage  of  Reduction  in  Individual  Somatic  Sy: 
During  First  Week  of  Limbitrol  Therapy  * 


limbitrolDS 


Each  tablet  contains  10  mg  chlordiazepoxide  and  /O 
25  mg  amitriptyline  (as  the  hydrochloride  salt)  VJG 


Copyright  © 1988  by  Roche  Products  Inc.  All  rights  reserved. 
Please  see  summary  of  product  information  inside  back  cover. 
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...the  Cornerstone 
of  Our  Professions 


times  your  caring 
attitude  goes  further  in  healing 
a patient  than  all  the  pills  and 
bandages  ever  could.  Your 
patient  senses  that  genuine 
concern  you  have  for  him- 
concern  manifested  in  the 
often  herculean  efforts  you 
make  to  aid  him  in  recovery. 
After  all,  caring  is  the 
cornerstone  of  your  practice. 

Occasionally  a company 
appears  with  the  same  caring 
approach  whose  purpose  is  to 
serve  the  doctor.  In  the  field  of 
professional  liability  insurance, 
that  company  is  Insurance 
Corporation  of  America.  Like 
you,  we  make  caring  for  our 
insured  the  cornerstone  of  our 
stable  and  successful  business. 
And  our  ongoing  efforts  to 
cure  malpractice  ills  are 
unmatched  in  the  industry. 

If  you’re  tired  of  dealing 
with  an  insurance  company 
who’s  more  concerned  with 
your  premium  than  with  your 


practice  and  reputation,  call 
ICA.  You’ll  receive  the  kind  of 
care  you  deserve. 


People  Who  Care 

713 (871-8100) 
Houston,  Texas 


AUGUST  1988 


1 


AN 

WORK 
OR  YOU! 
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® Have  an  MD  invest  in  options 
for  you. 

® 45  year  old  semi  retired  Radiologist 
discovers  a way  to  invest  his  funds. 

• Now  accepting  a limited  number 
of  other  MD  accounts. 


Dr.  Warren  E.  Hinton,  MD. 


CALL 

Warren  E.  Hinton,  MD 
or 

Michael  A.  Hamil 

1-800-821-6132 


South  Dakota  Society  Of 
Pathologists 


Officers  for  1987-88 

Tom  C.  Johnson,  M.D.,  President 

John  Barlow,  M.D.,  Vice  President 

Jerry  L.  Simmons,  M.D.,  Secretary-Treasurer 
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CORRECTION 

In  the  July  1988  issue  of  this  Journal,  we  printed  a 
letter  in  the  Letters  to  the  Editor  section  which  was 
written  by  Dr.  J ames  Wiggs  of  Y ankton  about  an  article 
printed  in  an  earlier  issue,  "What  Teachers  Think 
About  AIDS".  In  the  first  paragraph,  Dr.  Wiggs  stated 
that:  Education  aimed  at  the  homosexual  community  is 
worthless.  We  printed  it  as:  The  homosexual  com- 
munity is  worthless.  This  was  a typing  error  on  the  part 
of  this  Journal  and  we  apologize  for  any  insult  this  may 
have  caused. 


NEXT  MONTH 

Adult  Victims  of  Childhood  Sexual  Abuse: 
In  a Clinical  Population 

USD  School  of  Medicine 

Seasonal  Affective  Disorder:  Update  1988 


AUGUST  1988 
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Frank  D.  Messner,  MD,  President 
South  Dakota  State  Medical  Association 


Addiction  And  The  Law 

Recently,  two  interesting  events  occurred  relating 
to  medicine’s  old  friend,  the  cigarette.  First,  the 
Surgeon  General  determined  that  smoking  was  an  ad- 
diction. Secondly,  a New  Jersey  jury  awarded  a 
$400,000  verdict  against  a tobacco  company  for  the  loss 
of  a spouse  due  to  lung  cancer. 

I’m  sure  anyone  who  does  smoke  or  who  has  smoked 
knows  that  cigarettes  are  addictive.  The  vast  majority 
of  adults  also  know  smoking  is  for  many  reasons  a sig- 
nificant health  hazard,  but  approximately  30%  of 
Americans  continue  to  smoke.  Granted  there  are 
fewer  and  fewer  places  where  smoking  is  tolerated  or 
allowed,  but  people  still  have  a choice  to  misuse  their 
bodies. 

Even  the  Federal  Government  demonstrates  its 
schizophrenic  approach  in  regards  to  tobacco.  They 
have  prohibited  advertising  on  TV  and  put  warnings  on 
the  cigarette  packages;  but  continue  to  subsidize  the 
tobacco  farmer. 

Now  our  legal  system  has  determined  tobacco  com- 
panies may  be  legally  responsible  for  the  consequences 
of  tobacco.  If  this  award  should  stand  through  the  ap- 


peals system,  I am  sure  the  courts  will  be  flooded  with 
similar  cases. 

As  much  as  I would  like  to  see  the  elimination  of 
tobacco  from  our  society,  the  reality  is  that  many  people 
will  choose  to  continue  to  smoke.  This  is  their  right,  but 
they  should  also  bear  the  consequences  without  expect- 
ing outside  compensation.  The  concept  that  whenever 
illness  or  injury  occurs,  compensation  must  follow  even 
though  the  sick  or  injured  party  was  primarily  respon- 
sible is  the  sign  of  a sick  society  which  will  destroy  itself 
from  within. 

Should  not  the  alcoholic  who  develops  cirrhosis,  be 
allowed  to  sue  the  manufacturers  of  alcoholic 
beverages.  What  about  an  obese  person  who  has  a 
heart  attack  at  45  years  of  age;  should  not  the  Hostess 
Company  be  liable  because  he  was  addicted  to 
Twinkies. 

I have  neither  the  time  nor  the  intelligence  to  attempt 
to  reform  our  abusive  legal  system,  but  I do  believe  we 
must  at  a minimum  accept  responsibility  for  self  in- 
flicted illness  and  injury.  # 
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Transactions  Of  The 
South  Dakota  State  Medical  Association 
107th  Annual  Meeting 
June  2, 3,  4, 1988 


1988-1989  OFFICERS 
President 

Frank  Messner,  MD  Yankton 

President-Elect 

Michael  Pekas,  MD Sioux  Falls 

Vice  President 

J.  A.  Eckrich  Jr,  MD Aberdeen 

Secretary-Treasurer  (1991) 

M.  George  Thompson,  DO  Watertown 

AMA  Delegate  (1990) 

Bruce  Lushbough,  MD Brookings 

AMA  Alternate  Delegate  (1990) 

Durward  Lang,  MD Sioux  Falls 

Chairman  of  the  Council 

Richard  Porter,  MD  Yankton 

Speaker  of  the  House  of  Delegates 

James  Reynolds,  MD  Sioux  Falls 

Councilor  at  Large 

Robert  L.  Ferrell,  MD  Rapid  City 

COUNCILORS 
First  District  (Aberdeen) 

Jay  Bachmayer,  MD  (1989)  Aberdeen 

Warren  Redmond,  MD  (1990)  Aberdeen 

Second  District  (Watertown) 

James  Larson,  MD  (1989)  Watertown 

Third  District  (Brookings-Madison) 

Curtis  Wait,  MD  (1990)  Brookings 

Fourth  District  (Pierre) 

R.  C.  Jahraus,  MD  (1989) Pierre 

Fifth  District  (Huron) 

David  Buchanan,  MD  (1990) Huron 

Sixth  District  (Mitchell) 

C.  D.  Monson,  MD  (1990) Parkston 

Seventh  District  (Sioux  Falls) 

Jeffrey  Hagen,  MD  (1990)  Sioux  Falls 

K.  Gene  Koob,  MD  (1989) Sioux  Falls 

Karl  Wegner,  MD  (1989)  Sioux  Falls 

Guy  Tam,  MD  (1991)  Sioux  Falls 

Lowell  Hyland,  MD  (1990)  Sioux  Falls 

(1991) 

Eighth  District  (Yankton) 

Richard  Porter,  MD  (1991)  Yankton 

Jay  Hubner,  MD  (1989)  Yankton 

Ninth  District  (Rapid  City) 

(1989) 

Ed  James,  MD  (1990) Rapid  City 

Thomas  Krafka,  MD  (1991) Rapid  City 


James  Jackson,  MD  (1989) Rapid  City 

Richard  Renka,  MD  (1991) Rapid  City 

Tenth  District  (Rosebud) 

Mary  Carpenter,  MD  (1991)  Winner 

Eleventh  District  (Northwest) 

James  Wunder,  MD  (1991)  Mobridge 

Twelfth  District  (Whetstone  Valley) 

Ben  Chaska,  MD  (1991) Webster 

Student  Representative 

Paula  Hicks Vermillion 

ALTERNATE  COUNCILORS 
First  District  (Aberdeen) 

(1989) 

David  Seaman,  MD  (1990) Aberdeen 

Second  District  (Watertown) 

G.  R.  Bartron,  MD  (1989)  Watertown 

Third  District  (Brookings-Madison) 

C.  S.  Roberts,  MD  (1990) Brookings 

Fourth  District  (Pierre) 

M.  R.  Cosand,  MD  (1989)  Pierre 

Fifth  District  (Huron) 

G.  Robert  Bell,  MD  (1990) DeSmet 

Sixth  District  (Mitchell) 

Bruce  Kocourek,  DO  (1990)  Parkston 

Seventh  District  (Sioux  Falls) 

Dennis  Johnson,  MD  (1990)  Sioux  Falls 

C.  Roger  Stotlz,  MD  (1989) Sioux  Falls 

Daniel  Kennedy,  MD  (1989)  Sioux  Falls 

D.  G.  Ortmeier,  MD  (1990) Sioux  Falls 

Lawrence  Finney,  MD  (1991)  Sioux  Falls 

Rodney  Parry,  MD  (1991)  Sioux  Falls 

Eighth  District  (Yankton) 

Dale  Gunderson,  MD  (1991) Yankton 

Duane  Reaney,  MD  (1989)  Yankton 

Ninth  District  (Rapid  City) 

J.  Geoffrey  Slingsby,  MD  (1991)  Rapid  City 

(1989) 

A.  Byford  Anderson,  MD  (1991) Deadwood 

Carol  Zielke,  MD  (1990)  Rapid  City 

Tenth  District  (Rosebud) 

R.  G.  Nemer,  MD  (1991)  Gregory 

Eleventh  District  (Northwest) 

L.  M.  Linde,  MD  (1991) Mobridge 

Twelfth  District  (Whetstone  Valley) 

Kevin  Bjordahl,  MD  (1991)  Webster 

Student  Representative 

Tom  Bruns  Vermillion 


AUGUST  1988 
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1988-1989  COMMISSIONS 

COMMISSION  ON  LEGISLATION  AND 

GOVERNMENTAL  RELATIONS 

Stephan  Schroeder,  MD  (1990)  Miller,  Chairman 

Raymond  Barnett,  MD  (1990)  Rapid  City 

Melvin  Thomas,  MD  (1990)  Brookings 

Robert  Meyer,  MD  (1990)  Watertown 

Jean  Gerber,  MD  (1990)  Aberdeen 

Richard  Friess,  MD  (1991)  Sioux  Falls 

David  Mossing,  MD  (1991)  Sioux  Falls 

James  Wiggs,  MD  (1991)  Yankton 

John  Barlow,  MD  (1991)  Rapid  City 

Patricia  Malters,  MD  (1991)  Mitchell 

O.  Myron  Jerde,  MD  (1989)  Rapid  City 

Thomas  Olson,  MD  (1989)  Vermillion 

John  Gray,  MD  (1989)  Sioux  Falls 

Linda  Peterson,  MD  (1989)  Watertown 

Phillip  Hoffsten,  MD  (1989)  Pierre 

Peggy  Huber,  Auxiliary 

Les  Kinstad,  Clinic  Manager 

Student 

COMMISSION  ON  INTERNAL  AFFAIRS, 
COMMMUNICATIONS  AND  LIAISON 
Richard  Holm,  MD  (1989)  Brookings,  Chairman 
Clark  Likness,  MD  (1991)  Watertown 
John  Jones,  MD  (1990)  Chamberlain 
Martin  Christensen,  MD  (1990)  Mitchell 
Mark  Werpy,  MD  (1990)  Pierre 
Kevin  Bjordahl,  MD  (1990)  Webster 
Michael  McVay,  MD  (1990)  Yankton 
Dennis  Stevens,  MD  (1991)  Sioux  Falls 
Dan  Heinemann,  MD  (1991)  Canton 
Ken  Peterson,  MD  (1991)  Watertown 
Michael  Mathews,  MD  (1991)  Rapid  City 
Robert  Brown,  MD  (1989)  Aberdeen 
Milton  Mutch,  MD  (1989)  Sioux  Falls 
Craig  Hansen,  MD  (1989)  Rapid  City 
R.  E.  Van  Demark,  Sr,  MD  (1989)  Sioux  Falls 
Joe  Villa,  Student 

COMMISSION  ON  MEDICAL  SERVICE 

Jerome  Freeman,  MD  (1990)  Sioux  Falls,  Chairman 

Dale  Gunderson,  MD  (1990)  Yankton 

Michael  Ferrell,  MD  (1990)  Sioux  Falls 

Mary  Ann  Bauman,  MD  (1990)  Sioux  Falls 

Tom  Huber,  MD  (1990)  Pierre 

Kennon  Broadhurst,  MD  (1991)  Aberdeen 

Jerome  Bentz,  MD  (1991)  Platte 

James  Pucelik,  MD  (1991)  Deadwood 

Robert  Harms,  MD  (1991)  Sioux  Falls 

Ed  Gerrish,  MD  (1991)  Watertown 

James  Ashbaugh,  MD  (1989)  Deadwood 

Tad  Jacobs,  DO  (1989)  Flandreau 

Robert  Suurmeyer,  MD  (1989)  Aberdeen 

Tony  Berg,  MD  (1989)  Winner 

Thomas  Gaeckle,  MD  (1989)  Sioux  Falls 

COMMISSION  ON  SCIENTIFIC  MEDICINE 
Edward  Zawada,  MD  (1991)  Sioux  Falls,  Chairman 
Roger  Carter,  MD  (1990)  Watertown 
(1990) 

Julie  Stevens,  MD  (1990)  Yankton 
Robert  Talley,  MD  (1990)  Sioux  Falls 
Curtis  Buchholz,  MD  (1990)  Huron 


Robert  Raszkowski,  MD  (1991)  Sioux  Falls 
James  Engelbrecht,  MD  (1991)  Rapid  City 
Roy  Burt,  MD  (1991)  Aberdeen 
Jean  Heisler,  MD  (1991)  Sioux  Falls 
David  Elson,  MD  (1989)  Sioux  Falls 
Marc  Boddicker,  MD  (1989)  Rapid  City 
Lewis  Ofstein,  MD  (1989)  Sioux  Falls 
Wm.  Tschetter,  MD  (1989)  Rapid  City 
Patrick  King,  MD  (1989)  Yankton 
Richard  Jensen,  Student 

PROFESSIONAL  LIABILITY  COMMISSION 

Jerry  Walton,  MD  (1991)  Sioux  Falls,  Chairman 

John  Sternquist,  MD  (1990)  Yankton 

Ken  Bartholomew,  MD  (1990)  Faulkton 

John  Robbins,  MD  (1989)  Huron 

Mitchel  Rydberg,  MD  (1989)  Dell  Rapids 

K.  Gene  Koob,  MD  (1989)  Sioux  Falls 

Jane  Gaetze,  MD  (1991)  Mitchell 

Douglas  Traub,  MD  (1991)  Rapid  City 

Charles  Flohr,  MD  (1990)  Mitchell 

Student 

CREDENTIALS  COMMISSION 
AND  EXECUTIVE  COMMISSION 
Frank  Messner,  MD,  Yankton 
Michael  Pekas,  MD,  Sioux  Falls 
J.  A.  Eckrich,  Jr,  MD,  Aberdeen 
M.  George  Thompson,  DO,  Watertown 
Bruce  Lushbough,  MD,  Brookings 
Durward  Lang,  MD,  Sioux  Falls 
James  Reynolds,  MD,  Sioux  Falls 
Richard  Porter,  MD,  Yankton 
Robert  L.  Ferrell,  MD,  Rapid  City 

GRIEVANCE  COMMISSION 
Joseph  Hamm,  MD  (1989)  Sturgis,  Chairman 
Howard  Saylor,  Jr,  MD  (1990)  Huron 
Richard  Gere,  MD  (1991)  Mitchell 
W.  O.  Rossing,  MD  (1992)  Sioux  Falls 
Robert  L.  Ferrell,  MD  (1993)  Rapid  City 

ARCHIVES  AND  HISTORY  COMMISSION 
David  Buchanan,  MD  (1989)  Huron,  Chairman 
John  Hoskins,  MD  (1989)  Sioux  Falls 
Virginia  Tracy  (1989)  Auxiliary 
Roscoe  Dean,  MD  (1989)  Wessington  Springs 
Joseph  Hamm,  MD  (1989)  Sturgis 

LIAISON  COMMITTEE 

John  Rittmann,  MD  (1989)  Watertown,  Chairman 

Walter  Carlson,  MD  (1989)  Sioux  Falls 

J.  A.  Eckrich,  Jr,  MD  (1989)  Aberdeen 

James  Jackson,  MD  (1989)  Rapid  City 

Brian  Hurley,  MD  (1989)  Sioux  Falls 

Herb  Saloum,  MD  (1989)  Sioux  Falls 

James  Monfore,  MD  (1989)  Miller 

David  Smith,  MD  (1989)  Yankton 

EXECUTIVE  COMMITTEE  OF  THE 

MEDICAL  SCHOOL 

Karl  Wegner,  MD  (1989)  Sioux  Falls 

MEDICAL  CLAIMS  REVIEW  COMMITTEE 
FOR  BLUE  SHELD  OF  NORTH  DAKOTA 
James  C.  Larson,  MD  (1989)  Watertown 
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MEDICAL-LEGAL  COMMITTEE 
Daniel  Kennelly,  MD  (1989)  Sioux  Falls 
Barry  Welge,  MD  (1989)  Aberdeen 
Jerry  Walton,  MD  (1989)  Sioux  Falls 
Duane  Reaney,  MD  (1989)  Yankton 
Janies  Larson,  MD  (1989)  Watertown 
Roy  Birkenkamp,  MD  (1989)  Mitchell 
David  Hoversten,  MD  (1989)  Sioux  Falls 

DEPARTMENT  OF  SOCIAL  SERVICES 
MEDICAL  ADVISORY  COMMITTEE 
Michael  Pekas,  MD  (1990)  Sioux  Falls 

DIAGNOSTIC  AND  THERAPEUTIC  TECHNOLOGY 
ASSESSMENT  PROGRAM  PANEL-AMA 
Charles  O’Brien,  MD  (1989)  Sioux  Falls 
Werner  Boade,  MD  (1989)  Sioux  Falls 
Lynn  Henrickson,  MD  (1989)  Sioux  Falls 

FETAL  ALCOHOL  SYNDROME  ADVISORY 
COMMISSION,  SD  HEALTH  DEPARTMENT 
Michael  Crandell,  MD,  Kennebec 


REPORT  OF  THE 

BUDGET  AND  AUDIT  COMMITTEE 
Saturday,  Howard  Johnson  Motor  Lodge 

June  4, 1988  Rapid  City,  South  Dakota 

The  meeting  was  called  to  order  at  7:30  am  by  Chairman 
Richard  Holm,  MD.  Present  for  roll  call  were  Drs.  Holm, 
Robert  Ferrell,  Michael  Pekas,  M.  George  Thompson,  Bruce 
Lushbough,  Richard  Porter  and  Frank  Messner.  Also  in  at- 
tendance were  Robert  D.  Johnson,  Patty  Butler  and  Kirk 
Zimmer. 

The  Committee  reviewed  and  discussed  the  CPA  Audit 
which  had  been  prepared  by  McGladrey  Hendrickson  & 
Pullen.  Dr.  Porter  moved  that  the  Budget  and  Audit  Com- 
mittee accept  the  audit.  The  motion  was  seconded  and  car- 
ried. 

The  meeting  adjourned  at  8:30  am. 

FIRST  COUNCIL  MEETING  MINUTES 
7:30  am  Sylvan  #1,  Howard  Johnson 

Thursday,  June  2, 1988  Rapid  City,  South  Dakota 

The  meeting  was  called  to  order  by  Richard  Porter,  MD, 
Chairman.  Those  present  for  roll  call  were  Doctors  Frank 
Messner,  M.  George  Thompson,  Michael  Pekas,  Bruce 
Lushbough,  Durward  Lang,  Richard  Porter,  J.  A.  Eckrich, 
Jr,  W.  O.  Rossing,  Jay  Bachmayer,  James  Larson,  Curtis 
Wait,  David  Buchanan,  Jeffrey  Hagen,  Rod  Parry,  Dennis 
Johnson,  Guy  Tam,  Lowell  Hyland,  James  Reynolds,  Duane 
Reaney,  Ed  James,  Tom  Krafka,  James  Jackson,  N.  R.  Whit- 
ney, Louis  Hogrefe  and  commission  chairmen  Doctors 
Stephan  Schroeder,  Richard  Holm  and  Robert  Raszkowski. 

Dr.  Pekas  moved  to  approve  the  minutes  of  the  previous 
meeting  as  printed  and  distributed.  The  motion  was 
seconded  and  carried. 

Lorin  Pankratz  gave  an  update  on  the  Senior  Citizens 
Project.  He  stated  that  a revised  agreement  will  be  sent  to 
physicians  in  South  Dakota  concerning  this  program  and 
hopefully  this  will  clarify  that  physicians  can  accept 
Medicare  and  payment  from  supplemental  insurance.  At 
this  time  it  is  anticipated  that  senior  centers  in  select  com- 
munities in  South  Dakota  will  begin  the  application  process 
and  issuance  of  ID  cards  in  July  1988.  This  was  accepted 
for  information. 


Lorin  Pankratz  reviewed  an  outline  for  a legislative  ac- 
tion plan  which  can  be  used  by  the  district  medical  societies. 
The  Council  recognized  the  need  for  a well  organized  plan 
established  first  at  the  state  level  and  workable  for  the  dis- 
trict societies  also.  A suggestion  was  submitted  that  a 
separate  SoDaPAC  billing  be  sent  to  physicians  and  spouses 
in  November  or  December  for  the  coming  year’s  dues  rather 
than  having  this  included  in  the  annual  membership  dues 
statement. 

Dr.  Raszkowski  reported  on  the  review  activities  of  the 
Continuing  Medical  Education  Committee.  This  was  ac- 
cepted for  information. 

Dr.  Rossing  moved  that  the  Council  elect  Maynard 
Porter,  MD  to  honorary  life  membership  in  the  State  Medi- 
cal Association.  The  motion  was  seconded  and  carried. 

The  Council  considered  appointments  to  the  SoDaPAC 
Board  of  Directors.  Dr.  Lang  moved  that  the  following  ap- 
pointments be  made:  Mrs.  Annette  Shousha  - 1991;  Mrs. 
Peggy  Huber  - 1991;  Tom  Huber,  MD  - 1991;  Mrs.  Ruby 
Mutch  - 1989;  Mrs.  Marilyn  Alvine  - 1989;  Mrs.  Shirley  Ryan 
- 1989;  Mrs.  Connie  Benson  - 1990;  Mrs.  Ruth  Parry  - 1990; 
Mrs.  Karen  Pekas  - 1991;  Richard  Belatti,  MD  - 1991;  Wal- 
ter Carlson,  MD  - 1989;  Mary  Ann  Bauman,  MD  - 1989;  Mrs. 
Cathy  Calhoon  - 1991;  James  Engelbrecht,  MD  if  he  will 
agree  to  serve  - 1991;  and  Mrs.  Kay  Berg  - 1991.  The  mo- 
tion was  seconded  and  carried. 

Dr.  Lang  moved  that  the  following  be  reappointed  to  the 
Board  of  Directors  of  the  South  Dakota  Medical  School  En- 
dowment Association  for  a one  year  term:  Doctors  Joseph 
Hamm,  Robert  Giebink,  Warren  Jones,  T.  H.  Sattler,  Bruce 
Allen,  Bruce  Lushbough  and  Howard  Saylor,  Jr.  The  mo- 
tion was  seconded  and  carried. 

The  Council  considered  the  request  from  the  South 
Dakota  Psychiatric  Association  to  include  "Psychiatric 
Notes"  with  the  mailing  of  the  Grab  Bag  on  a quarterly  basis. 
After  discussion  Dr.  Reynolds  moved  that  the  Council  en- 
courage the  Psychiatric  Association  to  purchase  a page  in 
the  Journal  for  dissemination  of  this  information.  The  mo- 
tion was  seconded  and  carried. 

Dr.  Pekas  moved  that  the  Council  submit  to  the  Gover- 
nor the  name  of  David  Bean,  MD  for  consideration  of  ap- 
pointment to  the  Mental  Health  Advisory  Committee  for 
South  Dakota.  The  motion  was  seconded  and  carried. 

A discussion  was  held  concerning  the  "medically  un- 
necessary" letters  which  are  being  sent  to  Medicare  patients 
from  HCFA.  Dr.  Jackson  moved  that  South  Dakota’s 
delegation  to  the  American  Medical  Association  draft  a 
resolution  asking  the  AMA  to  seek  a solution  to  this  problem 
and  submit  this  resolution  to  the  North  Central  Conference 
for  their  approval  and  submission  to  the  House  of  Delegates 
of  the  American  Medical  Association.  The  motion  was 
seconded  and  carried. 

Because  it  was  time  for  the  House  of  Delegates  to  meet, 
it  was  decided  to  defer  the  remaining  agenda  items  to  the 
Second  Council  meeting  to  be  held  Saturday,  June  4.  The 
meeting  adjourned  at  8:45  am. 

SECOND  COUNCIL  MEETING  MINUTES 
11:00  am  Jefferson/Roosevelt  Rms,  Howard  Johnson 
Saturday,  June  4,  1988  Rapid  City,  South  Dakota 

The  meeting  was  called  to  order  by  Richard  Porter,  MD, 
Chairman.  Those  present  for  roll  call  were  Doctors  Frank 
Messner,  Michael  Pekas,  M.  George  Thompson,  Richard 
Porter,  Bruce  Lushbough,  Durward  Lang,  Robert  Ferrell, 
Jay  Bachmayer,  Warren  Redmond,  James  Larson,  Curtis 
Wait,  David  Buchanan,  Jeffrey  Hagen,  Rodney  Parry, 
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Lowell  Hyland,  Guy  Tam,  Duane  Keaney,  Ed  James,  Geof- 
frey Slingsby,  Thomas  Krafka,  Richard  Kenka,  Mary  Car- 
penter, Daniel  Kennedy,  Ben  Oiaska  and  commission 
chairmen  Stephan  Schroeder,  MD,  Richard  Holm,  MD  and 
Robert  Raszkowski,  MD, 

Dr.  Thompson  moved  to  dispense  with  the  reading  of  the 
minutes  of  the  previous  meeting  inasmuch  as  they  will  be 
printed  and  distributed.  The  motion  was  seconded  and  car- 
ried. 

Dr.  Porter  introduced  the  new  councilors:  Richard 
Renka,  MD  from  District  9;  Mary  Carpenter,  MD  from  Dis- 
trict 10;  and  Ben  Chaska,  MD  from  District  12. 

Nominations  were  in  order  for  chairman  of  the  council. 
Dr.  Lang  nominated  Dr.  Richard  Porter  for  chairman  of  the 
council  and  moved  that  nominations  cease  and  a unanimous 
ballot  be  cast  for  Dr.  Porter.  The  motion  was  seconded  and 
carried. 

Nominations  were  in  order  for  secretary-treasurer.  Dr. 
Ferrell  nominated  Dr.  George  Thompson  for  secretary- 
treasurer  and  moved  that  nominations  cease  and  a unani- 
mous ballot  be  cast  for  Dr.  Thompson.  The  motion  was 
seconded  and  carried. 

The  Council  considered  dates  for  the  1988-89  Council 
meetings  and  directed  that  Council  meetings  be  held  on  the 
following  dates: 

Friday,  September  23,  1988  - Sioux  Falls 

Friday,  November  18, 1988  - Pierre 

Friday,  April  14,  1989  - Sioux  Falls 

Dr.  Robert  Talley  provided  information  on  the  medical 
school  for  the  councilors’  information.  He  discussed  fund- 
ing of  the  residency  programs,  particularly  the  transitional 
program  at  Sioux  Valley  Hospital  and  asked  for  input  from 
the  Council  as  to  ways  to  continue  funding  for  this  program 
and  how  to  approach  the  1989  legislature.  Also,  he  an- 
nounced that  Dr.  Edward  Zawada  is  the  chairman  of  the 
Department  of  Medicine  and  that  Dr.  Herbert  Wiebe  is  the 
chairman  for  the  Department  of  Obstetrics  and  Gynecol- 
ogy. 

The  Council  considered  nominations  to  the  ACCME 
Committee  for  Review  and  Recognition.  Dr.  Lushbough 
moved  that  the  South  Dakota  State  Medical  Association 
recommend  Dr.  Robert  Raszkowski  for  a position  on  this 
committee.  The  motion  was  seconded  and  carried. 

A discussion  was  held  concerning  funding  for  the 
Medicaid  program  in  1989.  Dr.  Buchanan  moved  that  the 
State  Medical  Association  actively  pursue  increased  fund- 
ing for  the  Medicaid  program  and  increasing  the 
physicians’  allowable  charges.  The  motion  was  seconded 
and  carried. 

A discussion  was  held  regarding  nurses  signing  dis- 
charge prescriptions.  Information  on  the  DEA  ruling  and 
from  the  Hospital  Association’s  legal  counsel  was  reviewed. 
Dr.  Ferrell  moved  that  the  State  Medical  Association  pur- 
sue this  in  a manner  advantageous  to  the  practice  of 
medicine  and  recognizing  there  is  a difference  of  opinion  in 
pursuing  a particular  ending  but  pursue  the  means  to  an 
end.  The  motion  was  seconded  and  carried  with  three  nega- 
tive votes. 

Mr.  Johnson  reported  that  in  the  case,  Lyons  vs  Lederle, 
which  will  test  the  constitutionality  of  South  Dakota’s 
statute  of  limitation  for  minors,  he  applied  to  have  the  South 
Dakota  State  Medical  Association  participate  as  an  amicus 
curiae  and  this  has  been  approved.  Dr.  Lang  moved  to  ap- 
prove this  action  taken  by  Mr.  Johnson  on  behalf  of  the 
State  Medical  Association.  The  motion  was  seconded  and 
carried. 


Mr.  Johnson  briefly  explained  the  stock  offering  being 
made  by  DAKOTACARE  to  physicians  in  South  Dakota  and 
stated  that  staff  will  be  traveling  throughout  the  state  visit- 
ing with  physicians  and  providing  additional  information 
on  this  opportunity. 

There  being  no  further  business  the  meeting  adjourned 
at  12:15  pm. 

MINUTES  OF  THE 

FIRST  HOUSE  OF  DELEGATES  MEETING 
9:00  am  Lincoln,  Jefferson,  Roosevelt  Rms 

Thursday,  June  2, 1988  Howard  Johnson 

Rapid  City,  South  Dakota 

The  meeting  was  called  to  order  by  Speaker  of  the  House, 
J.  A.  Eckrich,  Jr,  MD.  Those  present  for  roll  call  were  Doc- 
tors Robert  L.  Ferrell,  Frank  Messner,  Michael  Pekas,  M. 
George  Thompson,  J.  A.  Eckrich,  Jr,  Bruce  Lushbough, 
Durward  Lang,  W.  O.  Rossing,  Jay  Bachmayer,  James 
Larson,  Curtis  Wait,  David  Buchanan,  Jeffrey  Hagen,  Guy 
Tam,  Lowell  Hyland,  James  Reynolds,  Dennis  Johnson, 
Richard  Porter,  Duane  Reaney,  Ed  James,  Thomas  Krafka, 
James  Jackson,  Nathaniel  Whitney,  Louis  Hogrefe, 
Kenneth  Bartholomew,  James  Hovland,  Alfred  Shousha, 
Roy  Burt,  Marlin  Lamb,  Roger  Carter,  Parry  Nelson, 
Richard  Holm,  David  Hailiday,  Stephen  Stout,  Stephan 
Schroeder,  Mark  Beiyea,  Charles  Flohr,  Richard  Gere, 
Bruce  Kocourek,  Bruce  Vogt,  Daniel  Kennelly,  Robert  Van 
Demark,  Jr,  John  Gregg,  Denny  Ortmeier,  David  Bean, 
Richard  Gunnarson,  Gail  Benson,  Robert  Talley,  Robert 
Raszkowski,  Rodney  Parry,  Donald  Humphreys,  James 
Ryan,  Edward  Clark,  T.  H.  Sattler,  Larry  Meyer,  Willis 
Stanage,  Dale  Gunderson,  James  Engelbrecht,  Dave 
Johnson,  Geoffrey  Slingsby,  A.  Byford  Anderson,  Douglas 
Traub,  John  Barlow,  Carol  Zielike,  Richard  Renka,  Stephen 
Haas,  O.  Myron  Jerde,  Mary  Carpenter,  James  Collins  and 
Kevin  Bjordahl. 

Dr.  Pekas  moved  to  dispense  with  the  reading  of  the 
minutes  of  the  previous  meeting  and  approve  them  as 
published  and  distributed.  The  motion  was  seconded  and 
carried. 

Dr.  Eckrich  announced  the  appointments  to  the 
Nominating  Committee  as  determined  by  Robert  Ferrell, 
MD,  president.  Members  appointed  to  the  Nominating 
Committee  were  Doctors  James  Hovland,  Marlin  Lamb, 
Curtis  Wait,  R.  C.  Jahraus,  Stephan  Schroeder,  Charles 
Flohr,  Jeffrey  Hagen,  Richard  Porter,  James  Engelbrecht, 
Louis  Hogrefe,  James  Collins  and  Kevin  Bjordahl  with  Dr. 
Engelbrecht  serving  as  chairman. 

Dr.  Eckrich  as  speaker  of  the  house  appointed  the  mem- 
bers of  the  four  reference  committees.  These  appointments 
are  as  follows: 

1.  Reference  Committee  on  Credentials,  Resolutions  and 
Memorials,  and  Reports  of  the  Officers  and  Coun- 
cilors: Dr.  David  Buchanan,  Chairman,  and  Dr.  Alfred 
Shousha  and  Dr.  Richard  Renka,  members. 

2.  Reference  Committee  on  Reports  of  Commissions  on 
Medical  Service,  Legislation  and  Governmental  Rela- 
tions: Dr.  Jay  Bachmayer,  chairman,  and  Dr.  James 
Ryan  and  Dr.  Roger  Carter,  members. 

3.  Reference  Committee  on  Reports  of  Commissions  on 
Scientific  Medicine;  Internal  Affairs,  Communications 
and  Liaison;  and  Professional  Liability:  Dr.  Richard 
Gere,  chairman,  and  Dr.  Mary  Carpenter  and  Dr.  T. 

H.  Sattler,  members. 

4.  Reference  Committee  on  Reports  of  Special  Commit- 
tees and  Miscellaneous  Business:  Dr.  Geoffrey 
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SOUTH  DAKOTA 


A REVOLUTIONARY  ORAL  ANTIMICROBIAL 
WITH  THE  POWER  OF  PARENTERALS 

Highly  active  in  vitro  against  a broad  range  of 
gram-positive  and  gram-negative  pathogens,  including 
methicillin-resistant  Staphylococcus  aureus  and 
Pseudomonas  aeruginosa* 

For  treatment  of  infections  in  the: 

- lower  respiratory  tracts  - urinary  tract* 

-skin/skin  structure1  -bones  and  joints* 

Convenient  B.I.D.  dosage -250  mg,  500  mg  and  750  mg  tablets 

*ln  vitro  activity  does  not  necessarily  imply  a correlation  with  in  vivo  results. 

tDue  to  susceptible  strains  of  indicated  pathogens.  See  indicated  organisms  in  Brief  Summary. 

CIPRO®  SHOULD  NOT  BE  USED  IN  CHILDREN  OR  PREGNANT  WOMEN. 

A history  of  hypersensitivity  to  ciprofloxacin  is  a contraindication  to  its  use.  A history  of  hypersensitivity  to  other 
quinolones  may  also  contraindicate  the  use  of  ciprofloxacin 
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Pharmaceutical  Division 
400  Morgan  Lane 
West  Haven.  CT  06516 

Please  see  adjacent  page  of  this  advertisement  for  Brief  Summary  of 
Prescribing  Information 


© April  1988,  Miles  Inc. 


Printed  in  U S A. 


C09327  MLR-261 


(ciprofloxacin  HCl/Miles) 


H 500  mg  B.I.D.  for  most  infections; 

750  mg  BA 3.  for  severe  or  complicated  infections. 


CONVENIENT  B.I.D.  DOSAGE 

Recommended  dosage  schedule 


Infection  Site* 

Severity  of 
Infection 

Dosage 

Respiratory  Tract* 
Bone  and  Joint* 
Skin/Skin  Structure* 

Mild/Moderate 

500  mg  B.I.D. 

Severe/Complicated 

750  mg  B.I.D. 

Urinary  Tract1 

Mild/Moderate 

250  mg  B I D. 

Severe/Complicated 

500  mg  B.I.D. 

Infectious  Diarrhea* 

Mild/Moderate/Severe 

500  mg  B I D. 

BRIEF  SUMMARY 

CONSULT  PACKAGE  INSERT  FOR  FULL  PRESCRIBING  INFORMATION 

INDICATIONS  AND  USAGE 

Cipro®  is  indicated  for  the  treatment  of  infections  caused  by  susceptible  strains  of  the  designated  micro- 
organisms in  the  conditions  listed  below 

Lower  Respiratory  Infections  caused  by  Escherichia  coli.  Klebsiella  pneumoniae.  Enterobacter  cloacae. 
Proteus  mirabilis,  Pseudomonas  aeruginosa.  Haemophilus  influenzae.  Haemophilus  paramfluenzae.  and  Strep- 
tococcus pneumoniae 

Skin  and  Skin  Structure  Infections  caused  by  Escherichia  coli,  Klebsiella  pneumoniae.  Enterobacter  cloacae. 
Proteus  mirabilis.  Proteus  vulgaris.  Providencia  stuartu,  Morganella  morgann,  Citrobacter  freundu. 
Pseudomonas  aeruginosa.  Staphylococcus  aureus  (penicillinase  and  nonpemcillinase-producmg  strains).  Sta- 
phylococcus epidermidis,  and  Streptococcus  pyogenes 

Bone  and  Joint  Infections  caused  by  Enterobacter  cloacae.  Serratia  marcescens.  and  Pseudomonas 
aeruginosa 

Urinary  Tract  Infections  caused  by  Escherichia  coli,  Klebsiella  pneumoniae,  Enterobacter  cloacae,  Serratia 
marcescens,  Proteus  mirabilis.  Providencia  rettgen.  Morganella  morgann.  Citrobacter  diversus,  Citrobacter 
freundu.  Pseudomonas  aeruginosa.  Staphylococcus  epidermidis.  and  Streptococcus  faecal  is 
Infectious  Diarrhea  caused  by  Escherichia  coli  (enterotoxigenic  strains),  Campylobacter  \ e/um . Shigella 
flexneri*  and  Shigella  sonnet * when  antibacterial  therapy  is  indicated 
^Efficacy  for  this  organism  in  this  organ  system  was  studied  in  fewer  than  10  infections 
Appropriate  culture  and  susceptibility  tests  should  be  performed  before  treatment  in  order  to  isolate  and 
identify  organisms  causing  infection  and  to  determine  their  susceptibility  to  ciprofloxacin  Therapy  with  Cipro® 
may  be  initiated  before  results  of  these  tests  are  known,  once  results  become  available  appropriate  therapy 
should  be  continued  As  with  other  drugs,  some  strains  of  Pseudomonas  aeruginosa  may  develop  resistance 
fairly  rapidly  during  treatment  with  ciprofloxacin  Culture  and  susceptibility  testing  performed  periodically  during 
therapy  will  provide  information  not  only  on  the  therapeutic  effect  of  the  antimicrobial  agent  but  also  on  the 
possible  emergence  of  bacterial  resistance 

CONTRAINDICATIONS 

A history  of  hypersensitivity  to  ciprofloxacin  is  a contraindication  to  its  use  A history  of  hypersensitivity  to  other 
qumolones  may  also  contraindicate  the  use  of  ciprofloxacin 

WARNINGS 

CIPROFLOXACIN  SHOULD  NOT  BE  USED  IN  CHILDREN  OR  PREGNANT  WOMEN  The  oral  administration 
of  ciprofloxacin  caused  lameness  in  immature  dogs  Histopathological  examination  of  the  weight-bearing  joints 
of  these  dogs  revealed  permanent  lesions  of  the  cartilage  Related  drugs  such  as  nalidixic  acid,  cmoxacin, 
and  norfloxacin  also  produced  erosions  of  cartilage  of  weight-bearing  joints  and  other  signs  of  arthrop- 
athy in  immature  animals  of  various  species  (SEE  ANIMAL  PHARMACOLOGY  SECTION  IN  FULL  PRESCRIBING 
INFORMATION) 

PRECAUTIONS 

General 

As  with  other  qumolones,  ciprofloxacin  may  cause  central  nervous  system  (CNS)  stimulation,  which  may  lead  to 
tremor,  restlessness,  lightheadedness,  confusion,  and  very  rarely  to  hallucinations  or  convulsive  seizures 
Therefore,  ciprofloxacin  should  be  used  with  caution  in  patients  with  known  or  suspected  CNS  disorders,  such  as 
severe  cerebral  arteriosclerosis  or  epilepsy,  or  other  factors  which  predispose  to  seizures  (SEE  ADVERSE 
REACTIONS) 

Crystals  of  ciprofloxacin  have  been  observed  rarely  in  the  urine  of  human  subjects  but  more  frequently  in  the 
urine  of  laboratory  animals  Crystalluria  related  to  ciprofloxacin  has  been  reported  only  rarely  in  man.  because 
human  urine  is  usually  acidic  Patients  receiving  ciprofloxacin  should  be  well  hydrated,  and  alkalinity  of  the  urine 
should  be  avoided  The  recommended  daily  dose  should  not  be  exceeded  Alteration  of  the  dosage  regimen  is 
necessary  for  patients  with  impairment  of  renal  function  (SEE  OOSAGE  AND  ADMINISTRATION  SECTION  IN 
FULL  PRESCRIBING  INFORMATION) 

Drug  Interactions 

Concurrent  administration  of  ciprofloxacin  with  theophylline  may  lead  to  elevated  plasma  concentrations  of 
theophylline  and  prolongation  of  its  elimination  half-life  This  may  result  in  increased  risk  of  theophylline-related 
adverse  reactions  If  concomitant  use  cannot  be  avoided,  plasma  levels  of  theophylline  should  be  monitored  and 
dosage  adjustments  made  as  appropriate 

Antacids  containing  magnesium  hydroxide  or  aluminum  hydroxide  may  interfere  with  the  absorption  of 
ciprofloxacin,  resulting  in  serum  and  urine  levels  lower  than  desired,  concurrent  administration  of  these  agents 
with  ciprofloxacin  should  be  avoided 

Probenecid  interferes  with  the  renal  tubular  secretion  of  ciprofloxacin  and  produces  an  increase  in  the  level  of 
ciprofloxacin  in  the  serum  This  should  be  considered  if  patients  are  receiving  both  drugs  concomitantly 
As  with  other  broad-spectrum  antibiotics,  prolonged  use  of  ciprofloxacin  may  result  in  overgrowth  of 
nonsusceptible  organisms.  Repeated  evaluation  of  the  patient's  condition  and  microbial  susceptibility  testing  is 
essential  If  superinfection  occurs  during  therapy,  appropriate  measures  should  be  taken 
Information  for  Patients 

F^tients  should  be  advised  that  ciprofloxacin  may  be  taken  with  or  without  meals  The  preferred  time  of  dosing  is 
two  hours  after  a meal  Patients  should  also  be  advised  to  drink  fluids  liberally  and  not  take  antacids  containing 
magnesium  or  aluminum  concomitantly  or  within  two  hours  after  dosing  Ciprofloxacin  may  cause  dizziness  or 
lightheadedness,  therefore  patients  should  know  how  they  react  to  this  drug  before  they  operate  an  automobile 
or  machinery  or  engage  in  activities  requiring  mental  alertness  or  coordination 
Carcinogenesis,  Mutagenesis.  Impairment  of  Fertility 

Eight  in  vitro  mutagenicity  tests  have  been  conducteu  with  ciprofloxacin  and  the  test  results  are  listed  below 
Salmonella/Microsome  Test  (Negative) 

E coli  DNA  Repair  Assay  (Negative) 

Mouse  Lymphoma  Cell  Forward  Mutation  Assay  (Positive) 

Chinese  Hamster  V™  Cell  HGPRT  Test  (Negative) 

Syrian  Hamster  Embryo  Cell  Transformation  Assay  (Negative) 

Saccharomyces  cerevisiae  Point  Mutation  Assay  (Negative) 

Saccharomyces  cerevisiae  Mitotic  Crossover  and  Gene  Conversion  Assay  (Negative) 

Rat  Hepatocyte  DNA  Repair  Assay  (Positive) 

Thus,  two  of  the  eight  tests  were  positive,  but  the  following  three  in  vivo  test  systems  gave  negative  results 
Rat  Hepatocyte  DNA  Repair  Assay 
Micronucleus  Test  (Mice) 

Dominant  Lethal  Test  (Mice) 

Long-term  carcinogenicity  studies  in  animals  have  not  yet  been  completed 
Pregnancy -Pregnancy  Category  C. 

Reproduction  studies  have  been  performed  in  rats  and  mice  at  doses  up  to  six  times  the  usual  daily  human  dose 
and  have  revealed  no  evidence  of  impaired  fertility  or  harm  to  the  fetus  due  to  ciprofloxacin  In  rabbits,  as  with 
most  antimicrobial  agents,  ciprofloxacin  (30  and  100  mg/kg  orally)  produced  gastrointestinal  disturbances 
resulting  in  maternal  weight  loss  and  an  increased  incidence  of  abortion  No  teratogenicity  was  observed  at 
either  dose.  After  intravenous  administration,  at  doses  up  to  20  mg/kg.  no  maternal  toxicity  was  produced,  and 
no  embryotoxicity  or  teratogenicity  was  observed  There  are.  however,  no  adequate  and  well-controlled  studies  in 


pregnant  women.  SINCE  CIPROFLOXACIN,  LIKE  OTHER  DRUGS  IN  ITS  CLASS.  CAUSES  ARTHROPATHY  IN 
IMMATURE  ANIMALS.  IT  SHOULD  NOT  BE  USED  IN  PREGNANT  WOMEN  (SEE  WARNINGS) 

Nursing  Mothers 

It  is  not  known  whether  ciprofloxacin  is  excreted  in  human  milk,  however,  it  is  known  that  ciprofloxacin  is 
excreted  in  the  milk  of  lactatmg  rats  and  that  other  drugs  of  this  class  are  excreted  in  human  milk  Because  of  this, 
and  because  of  the  potential  for  serious  adverse  reactions  from  ciprofloxacin  in  nursing  infants,  a decision  should 
be  made  to  discontinue  nursing  or  to  discontinue  the  drug,  taking  into  account  the  importance  of  the  drug  to  the 
mother 
Pediatric  Use 

Ciprofloxacin  should  not  be  used  in  children  because  it  causes  arthropathy  in  immature  animals  (SEE 
WARNINGS). 

ADVERSE  REACTIONS 

Ciprofloxacin  is  generally  well  tolerated  During  clinical  investigation,  2,799  patients  received  2,868  courses  of 
the  drug  Adverse  events  that  were  considered  likely  to  be  drug  related  occurred  in  7 3%  of  courses,  possibly 
related  in  9 2%,  and  remotely  related  in  3 0%  Ciprofloxacin  was  discontinued  because  of  an  adverse  event  in 
3.5%  of  courses,  primarily  involving  the  gastrointestinal  system  (1  5%),  skin  (0.6%),  and  central  nervous  system 
(0.4%) 

The  most  frequently  reported  events,  drug  related  or  not.  were  nausea  (5.2%),  diarrhea  (2  3%),  vomiting 
(2  0%),  abdominal  pain/discomfort  (17%).  headache  (1  2%).  restlessness  (1.1%).  and  rash  (11%) 

Additional  events  that  occurred  in  less  than  1%  of  ciprofloxacin  courses  are  listed  below  Those  typical  of 
qumolones  are  italicized 

GASTROINTESTINAL  (See  above),  painful  oral  mucosa,  oral  candidiasis,  dysphagia,  intestinal  perforation, 
gastrointestinal  bleeding 

CENTRAL  NERVOUS  SYSTEM  (See  above),  dizziness,  lightheadedness.  insomnia,  nightmares,  hallucina- 
tions. manic  reaction,  irritability,  tremor,  ataxia,  convulsive  seizures,  lethargy,  drowsiness,  weakness, 
malaise,  anorexia,  phobia,  depersonalization,  depression,  paresthesia. 

SKIN/HYPERSENSITIVITY  (See  above),  pruritus,  urticaria,  photosensitivity,  flushing,  fever,  chills, 
angioedema.  edema  of  the  face,  neck,  lips,  con/unctivae  or  hands,  cutaneous  candidiasis,  hyperpigmenta- 
tion,  erythema  nodosum 

SPECIAL  SENSES  blurred  vision,  disturbed  vision,  (change  in  color  perception,  overbrightness  of  lights), 
decreased  visual  acuity,  diplopia,  eye  pain,  tinnitus,  bad  taste 

MUSCULOSKELETAL  / omt  or  back  pain,  joint  stiffness,  achiness,  neck  or  chest  pain,  flare-up  of  gout 
RENAL/UROGENITAL  interstitial  nephritis,  renal  failure,  polyuria,  urinary  retention,  urethral  bleeding, 
vaginitis,  acidosis 

CARDIOVASCULAR  palpitations,  atrial  flutter,  ventricular  ectopy  syncope,  hypertension,  angina  pectoris, 
myocardial  infarction,  cardiopulmonary  arrest,  cerebral  thrombosis 

RESPIRATORY  epistaxis.  laryngeal  or  pulmonary  edema,  hiccough,  hemoptysis,  dyspnea,  bronchospasm, 
pulmonary  embolism 

Most  of  these  events  were  described  as  only  mild  or  moderate  in  severity,  abated  soon  after  the  drug  was 
discontinued,  and  required  no  treatment 

In  several  instances,  nausea,  vomiting,  tremor,  restlessness,  agitation,  or  palpitations  were  judged  by 
investigators  to  be  related  to  elevated  plasma  levels  of  theophylline  possibly  as  a result  of  a drug  interaction  with 
ciprofloxacin 

Adverse  Laboratory  Changes  Changes  in  laboratory  parameters  listed  as  adverse  events  without  regard  to  drug 
relationship 

Hepatic  - Elevations  of  ALT  (SGPT)  (19%),  AST  (SGOT)  (1  7%),  alkaline  phosphatase  (0.8%),  LDH  (0.4%), 
serum  bilirubin  (0  3%) 

Hematologic  - eosmophilia  (0  6%).  leukopenia  (0  4%),  decreased  blood  platelets  (01%).  elevated  blood 
platelets  (01%).  pancytopenia  (0 1%) 

Renal  - Elevations  of  Serum  creatinine  (1 1%).  BUN  (0  9%) 

CRYSTALLURIA.  CYLINDRURIA,  AND  HEMATURIA  HAVE  BEEN  REPORTED 
Other  changes  occurring  in  less  than  0.1%  of  courses  were  Elevation  of  serum  gammaglutamyl  transferase, 
elevation  of  serum  amylase,  reduction  in  blood  glucose,  elevated  uric  acid,  decrease  in  hemoglobin,  anemia, 
bleeding  diathesis,  increase  in  blood  monocytes,  and  leukocytosis 
OVERDOSAGE 

Information  on  overdosage  in  humans  is  not  available  In  the  event  of  acute  overdosage,  the  stomach  should  be 
emptied  by  inducing  vomiting  or  by  gastric  lavage  The  patient  should  be  carefully  observed  and  given  supportive 
treatment  Adequate  hydration  must  be  maintained  In  the  event  of  serious  toxic  reactions  from  overdosage, 
hemodialysis  or  peritoneal  dialysis  may  aid  in  the  removal  of  ciprofloxacin  from  the  body,  particularly  if  renal 
function  is  compromised 

DOSAGE  AND  ADMINISTRATION 

The  usual  adult  dosage  for  patients  with  urinary  tract  infections  is  250  mg  every  12  hours  For  patients  with 
complicated  infections  caused  by  organisms  not  highly  susceptible.  500  mg  may  be  administered  every  12  hours. 

Respiratory  tract  infections,  skin  and  skin  structure  infections,  and  bone  and  joint  infections  may  be  treated 
with  500  mg  every  12  hours  For  more  severe  or  complicated  infections,  a dosage  of  750  mg  may  be  given  every  12 
hours 

The  recommended  dosage  for  infectious  diarrhea  is  500  mg  every  12  hours 

In  patients  with  renal  impairment,  some  modification  of  dosage  is  recommended  (SEE  DOSAGE  AND 
ADMINISTRATION  SECTION  IN  FULL  PRESCRIBING  INFORMATION) 

HOW  SUPPLIED 

Cipro®  (ciprofloxacin  HCl/Miles)  is  available  as  tablets  of  250  mg.  500  mg,  and  750  mg  in  bottles  of  50.  and  in 
Uhit-Dose  packages  of  100  (SEE  FULL  PRESCRIBING  INFORMATION  FOR  COMPLETE  INFORMATION) 


* Due  to  susceptible  strains  of  indicated  pathogens  See  indicated  organisms  in  Brief  Summary. 

For  further  informotion,  contort  the  Miles  Information  Service: 
1-800-642-4776.  In  VA.  call  collect:  703-391-7888. 
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Slingsby,  chairman,  and  Dr.  Gail  Benson  and  Dr. 

Richard  Holm,  members. 

Dr.  Lang  moved  that  the  reports  of  the  officers  and  coun- 
cilors not  be  read  and  be  referred  to  the  appropriate 
reference  committee.  The  motion  was  seconded  and  car- 
ried. 

Dr.  Eckrich  called  for  the  introduction  of  resolutions 
from  district  medical  societies  which  have  not  been 
published  in  the  Delegate’s  Handbook.  He  then  called  for 
the  introduction  of  resolutions  from  individuals  which  have 
not  been  published  in  the  Delegate’s  Handbook.  Dr.  David 
Bean  introduced  Resolution  #3,  a proclamation  for  Mental 
Illness  Week.  This  was  referred  to  the  Reference  Commit- 
tee on  Reports  of  Commissions  on  Scientific  Medicine;  In- 
ternal Affairs,  Communications  and  Liaison;  and  Profes- 
sional Liability. 

Resolution  #3 

TO:  House  of  Delegates 

South  Dakota  State  Medical  Association 
FROM:  David  Bean,  MD 

SUBJECT:  Proclamation  for  Mental  illness  Week 

WHEREAS,  mental  illness  affects  31  to  41  million 
Americans  annually  and  costs  our  nation  $65 
billion  each  year  in  lost  productivity,  social  de- 
pendence, and  health  care  costs;  and, 
WHEREAS,  each  year,  12  million  young  people  are  strick- 
en with  mental  illness,  interfering  with  the 
vital  developmental  and  maturational  process 
of  our  nation’s  greatest  natural  resource;  and, 
WHEREAS,  the  fastest  growing  segment  of  our  population, 
our  elderly,  is  particularly  vulnerable  to  men- 
tal illness;  and, 

WHEREAS,  recent  major  research  developments  have 
brought  new  methods  and  technology  to  the 
treatment  of  mental  illness,  and  researchers 
believe  they  are  on  the  brink  of  even  greater 
knowledge  and  understanding  of  brain 
functioning  and  its  links  to  both  normal  and 
abnormal  behavior;  and, 

WHEREAS, mental  illness,  widely  feared  and 
misunderstood,  is  increasingly  treatable,  and 
the  understanding  of  mental  illness  itself  and 
of  new  and  better  treatment  techniques  can 
only  bring  about  still  better  prospects  of 
amelioration  and  recovery  of  those  so  afflicted; 
NOW  THEREFORE  BE  IT  RESOLVED,  that  the  South 
Dakota  State  Medical  Association  at  their 
1988  annual  meeting  hereby  recognizes  the 
week  of  October  2-8,  1988,  as  Mental  Illness 
Awareness  Week  in  the  State  of  South  Dakota. 

Resolution  was  adopted  at  the  Second  House  of  Delegates 
meeting. 

Dr.  David  Bean  introduced  Resolution  #4  concerning  in- 
surance reimbursement  for  mental  illness  claims.  This  was 
referred  to  the  Reference  Committee  on  Reports  of  Com- 
missions on  Medical  Service;  Legislation  and  Governmen- 
tal Relations. 

Resolution  #4 

TO;  House  of  Delegates 

South  Dakota  State  Medical  Association 
FROM:  David  Bean,  MD 

SUBJECT:  Insurance  Reimbursement  for  Mental  Illness 


WHEREAS,  mental  illness  affects  31  to  41  million 
Americans  annually  and  costs  our  nation  $65 
billion  each  year  in  lost  productivity,  social  de- 
pendence, and  health  care  costs;  and, 
WHEREAS,  each  year,  12  million  young  people  are  strick- 
en with  mental  illness,  interfering  with  the 
vital  developmental  and  maturational  process 
of  our  nation’s  greatest  natural  resource;  and, 
WHEREAS,  the  fastest  growing  segment  of  our  population, 
our  elderly,  is  particularly  vulnerable  to  men- 
tal illness;  and, 

WHEREAS,  recent  major  research  developments  have 
brought  new  methods  and  technology  to  the 
treatment  of  mental  illness,  and  researchers 
believe  they  are  on  the  brink  of  even  greater 
knowledge  and  understanding  of  brain 
functioning  and  its  links  to  both  normal  and 
abnormal  behavior;  and, 

WHEREAS, mental  illness,  widely  feared  and 
misunderstood,  is  increasingly  treatable,  and 
the  understanding  of  mental  illness  itself  and 
of  new  and  better  treatment  techniques  can 
only  bring  about  still  better  prospects  of 
amelioration  and  recovery  of  those  so  afflicted; 
and, 

WHEREAS,  the  negative  stigma  affecting  the  mentally  ill 
citizens  of  our  state  adversely  affects  their 
seeking  and  receiving  appropriate  treatment 
for  their  mental  illnesses;  and, 

WHEREAS,  the  negative  stigma  is  potentially  increased  by 
the  lack  of  appropriate  and  equitable  medical 
insurance  funding  for  these  medical  illnesses; 
NOW  THEREFORE  BE  IT  RESOLVED,  the  South  Dakota 
State  Medical  Association  does  hereby  resolve 
and  recommends  to  the  Council  of  the  South 
Dakota  State  Medical  Association  that  the  ap- 
propriate committee  or  commission  review  the 
insurance  reimbursement  for  mental  illness 
in  the  State  of  South  Dakota  and  provide  an 
interim  report  to  the  House  of  Delegates. 

Resolution  was  adopted  at  the  Second  House  of  Delegates 
meeting. 

Dr.  Ed  Clark  introduced  Resolution  #2  concerning  prior 
authorization  requirements  for  emergency  services.  This 
resolution  was  referred  to  the  Reference  Committee  on 
Reports  of  Commisssions  on  Medical  Service,  Legislation 
and  Governmental  Relations. 

Resolution  #2 

TO:  House  of  Delegates 

South  Dakota  State  Medical  Association 
FROM:  South  Dakota  Chapter, 

American  College  ofEmergency  Physicians 
SUBJECT:  National  ACEP  Resolution  to  AMA  Regarding 

Prior  Authorization  Requirement  in  Prepaid 
Health  Plans 

WHEREAS,  ACEP  has  submitted  the  following  resolution 
to  AMA  for  consideration  at  the  annual  House 
of  Delegates  meeting  in  June  1988: 
"WHEREAS,  the  COBRA  legislation  of  1986  requires  that 
all  patients  who  present  to  an  emergency 
department  must  have  a medical  screening  ex- 
amination, and 

WHEREAS,  certain  prepaid  health  plans  require  ‘pre- 
authorization’  prior  to  a patient  being  seen  in 


AUGUST  1988 


11 


the  emergency  department,  and 
WHEREAS,  the  ethics  of  emergency  medicine  dictates  that 
ali  patients  who  seek  care  receive  care  ap- 
propriate to  their  assessed  needs,  and 
WHEREAS,  patients  perceive  that  they  cannot  attain  emer- 
gency care  without  ‘pre-authorization’,  and 
WHEREAS,  payment  is  being  withheld  or  denied  to 
physicians  who  rule  out  serious  illness 
presenting  as  a life-threatening  complaint; 
therefore  be  it 

RESOLVED,  that  the  AMA  study  the  scope  of  the  problem 
of  limitation  of  emergency  medical  care  by 
‘pre-authorization’  policies  and  the  effect  that 
such  policies  may  have  on  both  access  to  and 
the  quality  of  emergency  medical  care,  and 
report  back  to  the  House  of  Delegates  at  the 
1988  Interim  Meeting."  and 

WHEREAS,  the  SDSMA  House  of  Delegates  agrees  with  the 
SD  Chapter  of  ACEP  that  the  policy  of  requir- 
ing prior  authorization  for  emergency  treat- 
ment and  the  practice  of  quality  emergency 
medicine  are  mutually  exclusive  concepts; 
NOW  THEREFORE  BE  IT  RESOLVED,  that  SDSMA  in- 
struct its  national  delegation  to  consider 
giving  its  most  affirmative  support  to  the 
above  ACEP  resolution  at  the  upcoming  AMA 
annual  meeting. 

Resolution  was  adopted  at  the  Second  House  of  Delegates 
meeting. 

Dr.  Eckrich  referred  Resolution  #1  on  reorganization  of 
the  South  Dakota  Board  of  Charities  and  Corrections  to  the 
Reference  Committee  on  Reports  of  Special  Committees 
and  Miscellaneous  Business. 

Resolution  #1 

TO:  House  of  Delegates 

South  Dakota  State  Medical  Association 
FROM:  Seventh  District  Medical  Society 

SUBJECT:  Proposed  legislation  to  reorganize  agencies 

under  the  administration  of  the  South  Dakota 
Board  of  Charities  and  Corrections 

WHEREAS,  the  Honorable  George  Mickelson,  Governor  of 
the  State  of  South  Dakota  and  the  63rd  Ses- 
sion Legislature  of  the  State  of  South  Dakota 
have  proposed  legislation  to  reorganize  agen- 
cies under  the  administration  of  the  South 
Dakota  Board  of  Charities  and  Corrections 
with  the  initiation  of  two  executive  positions  of 
state  government,  one  for  Human  Services 
and  another  for  Corrections  and; 

WHEREAS,  this  proposal  will  require  change  of  the  State 
of  South  Dakota  Constitution  via  a public  vote 
and  if  passed  by  public  vote  this  legislation  will 
create  a Governor’s  Executive  Department  of 
Human  Services  and  an  Executive  Depart- 
ment of  Corrections  and; 

WHEREAS,  the  proposed  Executive  Department  of  Human 
Services  will  consolidate  the  state  programs  in 
mental  health,  developmental  disability,  al- 
coholism and  drug  treatment  under  one  execu- 
tive secretarial  position; 

NOW  THEREFORE  BE  IT  RESOLVED,  that  if  Governor 
Mickelson  and  the  state  legislators  are  suc- 
cessful by  public  vote  in  this  proposed  ad- 
ministrative reorganization  of  agencies 


currently  administrated  by  the  South  Dakota 
Board  of  Charities  and  Corrections  to  create 
an  Executive  Secretarial  office  of  Human  Ser- 
vices and  if  the  proposed  Executive  Office  of 
Human  Services  does  come  forth; 

Then,  the  South  Dakota  State  Medical  As- 
sociation advises  that  the  office  of  Human  Ser- 
vices should  be  directed  by  a physician  who  has 
significant  expertise  in  the  diagnosis,  treat- 
ment and  administration  of  clinical  programs 
for  mentally  ill  persons,  developmentally  dis- 
abled persons  and  persons  experiencing 
drug/alcohoiism  problems; 

Or,  if  it  is  ultimately  decided  that  the 
secretarial  position  for  the  Division  of  Human 
Services  will  be  filled  by  a non-physician  ad- 
ministrative lay  person,  then  there  should  be 
developed  an  office  of  Medical  Director  for  the 
Division  of  Human  Services  which  will  be  held 
by  a physician  with  significant  expertise  in  the 
diagnosis,  treatment  and  administration  of 
clinical  programs  for  mentally  ill  persons, 
developmentally  disabled  persons  and  per- 
sons experiencing  drug/alcohol  problems  who 
shall  have  direct  clinical  responsibility  for  the 
clinical  programs  of  the  proposed  Human  Ser- 
vices Agency. 

This  advisory  resolution  is  offered  by  the 
South  Dakota  Medical  Association  to  the  of- 
fice of  the  Governor  and  the  Legislature  of  the 
State  of  South  Dakota  because  of  the  South 
Dakota  State  Medical  Association’s  sig- 
nificant concern  for  the  medical  well-being  of 
the  citizens  of  the  State  of  South  Dakota;  and 
the  strong  feeling  of  the  South  Dakota  State 
Medical  Association  that  medical  clinical 
programs  for  the  citizens  of  South  Dakota 
should  be  under  the  supervision  of  competent 
and  experienced  physician  administrators  to 
preserve  the  medical  well-being  of  those 
citizens  served. 

Resolution  was  adopted  at  the  Second  House  of  Delegates 
meeting. 

Dr.  Eckrich  then  referred  the  remaining  reports  to  the 
appropriate  reference  committees  for  review  and  recom- 
mendation. 

Announcements  were  made  concerning  the  annual  meet- 
ing schedule  and  location  for  displays. 

There  being  no  further  business,  the  meeting  adjourned 
at  9:30  am. 

SECOND  HOUSE  OF  DELEGATES  MEETING 
10:00  am  Washington  Room,  Howard  Johnson 

Saturday,  June  4, 1988  Rapid  City,  South  Dakota 

The  meeting  was  called  to  order  at  10:00  am  by  Michael 
Pekas,  MD,  acting  speaker  of  the  house  in  the  absence  of  J. 
A.  Eckrich,  Jr,  MD.  Those  present  for  roll  call  were  Drs. 
Robert  L.  Ferrell,  Frank  Messner,  M.  George  Thompson, 
Bruce  Lushbough,  Durward  Lang,  W.  O.  Rossing,  Jay 
Bachmayer,  Warren  Redmond,  James  Larson,  Curtis  Wait, 
David  Buchanan,  Jeffrey  Hagen,  Guy  Tam,  Lowell  Hyland, 
Rod  Parry,  Daniel  Kennelly,  Richard  Porter,  Duane 
Reaney,  Ed  James,  Thomas  Krafka,  Richard  Renka, 
Nathaniel  Whitney,  Louis  Hogrefe,  Kenneth  Bartholomew, 
James  Hovland,  Alfred  Shousha,  Roy  Burt,  Marlin  Lamb, 


12 


SOUTH  DAKOTA 


Parry  Nelson,  Roger  Carter,  Richard  Holm,  David  Halliday, 
Steven  Stout,  Stephan  Schroeder,  Mark  Belyea,  Charles 
Flohr,  Richard  Gere,  Bruce  Vogt,  Robert  VanDemark,  Jr, 
John  Gregg,  Jerry  Simmons,  David  Bean,  Richard 
Gunnarson,  Gail  Benson,  Robert  Talley,  Robert 
Raszkowski,  Donald  Humphreys,  James  Ryan,  Edward 
Clark,  Larry  Meyer,  James  Wiggs,  Dale  Gunderson,  James 
Engelbrecht,  Dave  Johnson,  Geoffrey  Slingsby,  Douglas 
Traub,  John  Barlow,  Carol  Zielike,  O.  Myron  Jerde,  Mary 
Carpenter,  David  Yecha,  Kevin  Bjordahl  and  Aaron  Shives. 
A quorum  was  present  and  the  meeting  was  declared  com- 
petent to  proceed. 

Dr.  Ryan  moved  to  dispense  with  the  reading  of  the 
minutes  of  the  previous  meeting  inasmuch  as  they  will  be 
published  and  distributed.  The  motion  was  seconded  and 
carried. 

Dr.  James  Engelbrecht  read  the  report  of  the  Nominat- 
ing Committee. 


REPORT  OF  THE  NOMINATING  COMMITTEE 
The  Nominating  Committee  submits  the  following 
recommendations  for  the  consideration  of  the  House  of 
Delegates: 


OFFICERS 
President-Elect 
Vice  President 
AMA  Delegate 
AMA  Alternate  Delegate 
Speaker  of  the  House 
COUNCILORS  - 3 year  terms 
Sioux  Falls  District  #7 

Yankton  District  #8 
Black  Hills  District  #9 

Rosebud  District  #10 
Northwest  District  #11 
Whetstone  Valley  District  #12 
COUNCILORS  - 1 year  term 
Sioux  Falls  District  #7 
ALTERNATE  COUNCILORS  - 
Sioux  Falls  District  #7 

Yankton  District  #8 
Black  Hills  District  #9 

Rosebud  District  #10 
Northwest  District  #11 
Whetstone  Valley  District  #12 
ALTERNATE  COUNCILORS  - 
Sioux  Falls  District  #7 


Michael  Pekas,  MD 
J.  A.  Eckrich,  Jr,  MD 
Bruce  Lushbough,  MD 
Durward  Lang,  MD 
James  Reynolds,  MD 

Guy  Tam,  MD 
James  Reynolds,  MD 
Richard  Porter,  MD 
Thomas  Krafka,  MD 
Richard  Renka,  MD 
Mary  Carpenter,  MD 
James  Wunder,  MD 
Ben  Chaska,  MD 

K.  Gene  Koob,  MD 
3 year  terms 

Lawrence  Finney,  MD 
Rodney  Parry,  MD 
Dale  Gunderson,  MD 
J.  Geoffrey  Slingsby,  MD 
A.  Byford  Anderson,  MD 
R.  G.  Nemer,  MD 
L.M.Linde,  MD 
Kevin  Bjordahl,  MD 
1 year  term 

C.  Roger  Stoltz,  MD 


ANNUAL  MEETING  SITE 

1989  - Sioux  Falls,  SD,  June  8,  9, 10, 1989 

1990  - Rapid  City,  SD,  May  31,  June  1,  2, 1990 

1991  - Sioux  Falls,  SD,  June  6,  7,  8, 1991 

Respectfully  submitted, 
Nominating  Committee 
James  Engelbrecht,  MD,  Chairman 
James  Hovland,  MD 
Curtis  Wait,  MD 
Stephan  Schroeder,  MD 
Charles  Flohr,  MD 
Jeffrey  Hagen,  MD 
Richard  Porter,  MD 


Louis  Hogrefe,  MD 
James  Collins,  MD 
Kevin  Bjordahl,  MD 

Dr.  Pekas  called  for  nominations  from  the  floor  for  the 
office  of  president-elect.  Dr.  Larson  moved  that  nomina- 
tions cease  and  a unanimous  ballot  be  cast  for  Dr.  Michael 
Pekas.  The  motion  was  seconded  and  carried. 

Dr.  Pekas  called  for  nominations  from  the  floor  for  the 
office  of  vice  president.  Dr  Vogt  moved  that  nominations 
cease  and  a unanimous  ballot  be  cast  for  Dr.  J.  A.  Eckrich, 
Jr.  The  motion  was  seconded  and  carried. 

Dr.  Pekas  called  for  nominations  from  the  floor  for  the 
office  of  AMA  delegate.  Dr.  Ryan  moved  that  nominations 
cease  and  a unanimous  ballot  be  cast  for  Dr.  Bruce 
Lushbough.  The  motion  was  seconded  and  carried. 

Dr.  Pekas  called  for  nominations  from  the  floor  for  the 
office  of  AMA  alternate  delegate.  Dr.  Tam  moved  that 
nominations  cease  and  a unanimous  ballot  be  cast  for  Dr. 
Durward  Lang.  The  motion  was  seconded  and  carried. 

Dr.  Pekas  called  for  nominations  from  the  floor  for  the 
office  of  speaker  of  the  house.  Dr.  Ryan  moved  that  nomina- 
tions cease  and  a unanimous  ballot  be  cast  for  Dr.  James 
Reynolds.  The  motion  was  seconded  and  carried. 

Dr.  Engelbrecht  moved  that  the  balance  of  the  report  of 
the  Nominating  Committee  be  approved.  The  motion  was 
seconded  and  carried. 

Dr.  Vogt  stated  that  the  Seventh  District  Medical  Society 
would  submit  a nomination  for  the  councilor  term  vacated 
by  Dr.  Reynolds  at  a later  date. 

Dr.  Pekas  announced  the  results  of  the  golf  tournament 
and  5K  run  held  on  June  3. 

Dr.  Alan  Nelson,  Chairman  of  the  AMA  Board  of  Trus- 
tees, addressed  the  House  of  Delegates,  discussing  trends 
of  medical  practice  at  the  present  time. 

Dr.  David  Buchanan  read  the  Report  of  the  Reference 
Committee  on  Credentials,  Resolutions  and  Memorials  and 
Reports  of  Officers  and  Councilors. 

REPORT  OF  THE  REFERENCE  COMMITTEE  ON 

CREDENTIALS,  RESOLUTIONS  AND  MEMORIALS 

AND  REPORTS  OF  OFFICERS  AND  COUNCILORS 

The  following  delegates,  alternate  delegates,  officers  and 
councilors  of  the  South  Dakota  State  Medical  Association 
were  present:  Drs.  Robert  Ferrell,  Frank  Messner,  Michael 
Pekas,  M.  George  Thompson,  J.  A.  Eckrich,  Bruce 
Lushbough,  Durward  Lang,  W.  O.  Rossing,  Jay  Bachmayer, 
James  Larson,  Curtis  Wait,  David  Buchanan,  Jeffrey 
Hagen,  Guy  Tam,  Lowell  Hyland,  James  Reynolds,  Dennis 
Johnson,  Richard  Porter,  Duane  Reaney,  Ed  James, 
Thomas  Krafka,  James  Jackson,  Nathaniel  Whitney,  Louis 
Hogrefe,  Kenneth  Bartholomew,  James  Hovland,  Alfred 
Shousha,  Roy  Burt,  Marlin  Lamb,  Parry  Nelson,  Roger 
Carter,  Richard  Holm,  David  Halliday,  Stephen  Stout, 
Stephan  Schroeder,  Mark  Belyea,  Charles  Flohr,  Richard 
Gere,  Bruce  Kocourek,  Bruce  Vogt,  Dan  Kennelly,  Robert 
Van  Demark,  Jr,  Denny  Ortmeier,  John  Gregg,  David  Bean, 
Richard  Gunnarson,  Gail  Benson,  Robert  Talley,  Robert 
Raszkowski,  Rodney  Parry,  Donald  Humphreys,  James 
Ryan,  Edward  Clark,  T.  H.  Sattler,  Larry  Meyer,  Wdlis 
Stanage,  Dale  Gunderson,  James  Engelbrecht,  Stephen 
Haas,  Dave  Johnson,  Geoffrey  Slingsby,  A.  Byford  Ander- 
son, Douglas  Taub,  John  Barlow,  Carol  Zielike,  Mary  Car- 
penter, James  Collins,  and  Kevin  Bjordahl. 

A quorum  was  present  for  the  meeting  of  the  House  of 
Delegates.  Total  registration  for  the  convention  is  282,  in- 
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eluding  137  physicians,  4 guests,  63  Auxiliary  members  and 
77  sponsors. 

The  Reference  Committee  reviewed  the  reports  of  the  of- 
ficers and  councilors  and  recommends  they  be  accepted  as 
submitted. 

The  committee  submits  the  following  resolution  for  the 
consideration  of  the  House  of  Delegates: 

WHEREAS,  the  Black  Hills  District  Medical  Society,  The 
Black  Hills  District  Auxiliary,  the  Mitchell 
District  Auxiliary  and  the  Aberdeen  District 
Auxiliary  members  have  been  so  thorough  in 
making  arrangements  for  the  success  of  the 
combined  meeting  of  our  Annual  Meeting, 

BE  IT  RESOLVED,  that  the  South  Dakota  State  Medical 
Association  give  its  voice  in  appreciation  and 
thanks  to  the  local  physicians  in  the  Black 
Hills  District  and  the  members  of  the  Black 
Hills  District  Auxiliary,  the  Mitchell  District 
Auxiliary  and  the  Aberdeen  District  Auxiliary. 
WHEREAS,  the  management  of  the  Howard  Johnson  Motor 
Lodge  has  been  so  cooperative  in  providing 
facilities  for  the  success  of  the  Annual  Meet- 
ing of  the  South  Dakota  State  Medical  As- 
sociation, 

BE  IT  RESOLVED,  that  the  South  Dakota  State  Medical 
Association  extend  its  thanks  and  apprecia- 
tion to  the  Howard  Johnson  Motor  Lodge. 
WHEREAS,  the  Rapid  City  Journal,  KOTA  TV  and  radio, 
KIMM,  KSQY  and  KKLS  have  been  most 
cooperative  in  presenting  the  public  news  of 
the  annual  meeting  of  the  South  Dakota  State 
Medical  Association, 

BE  IT  RESOLVED,  that  the  South  Dakota  State  Medical 
Association  extend  its  thanks  to  the  Rapid 
City  Journal,  KOTA  TV  and  radio,  KIMM, 
KSQY  and  KKLS. 

WHEREAS,  Arrowhead  Country  Club  has  been  most 
cooperative  in  providing  facilities  for  the 
Auxiliary  luncheon  on  Friday, 

BE  IT  RESOLVED,  that  the  South  Dakota  State  Medical 
Association  extend  its  thanks  and  apprecia- 
tion to  Arrowhead  Country  Club. 

WHEREAS,  Meadowbrook  Golf  Club  has  been  most 
cooperative  in  providing  facilities  for  the  golf 
tournament  on  Friday, 

BE  IT  RESOLVED,  that  the  South  Dakota  State  Medical 
Association  extend  its  thanks  and  apprecia- 
tion to  Meadowbrook  Golf  Club. 

WHEREAS,  the  Rapid  City  Trap  Club  has  been  most 
cooperative  in  providing  facilities  for  the  trap 
shoot  on  Friday  afternoon, 

BE  IT  RESOLVED,  that  the  South  Dakota  State  Medical 
Association  extend  its  thanks  and  apprecia- 
tion to  the  Rapid  City  Trap  Club. 

BE  IT  RESOLVED,  that  $100  be  donated  to  the  South 
Dakota  Medical  School  Endowment  Associa- 
tion in  memory  of  each  of  the  following 
physicians  who  died  during  the  past  year: 

C.  Rodney  Stoltz,  MD 
Preston  Brogdon,  MD 
Arthur  Spiry,  MD 
Chester  McVay,  MD 

The  Committee  would  also  like  to  recognize  the  superb 
and  outstanding  work  and  ability  of  our  Chief  Executive  Of- 
ficer, Robert  Johnson,  and  his  entire  staff  during  this  past 


year  in  conducting  the  business  of  the  South  Dakota  State 
Medical  Association. 

Respectfully  submitted, 
REFERENCE  COMMITTEE  ON  CREDENTIALS, 
RESOLUTIONS  AND  REPORTS  OF  OFFICERS 

AND  COUNCILORS 
David  Buchanan,  MD,  Chairman 
Alfred  Shousha,  MD 
Richard  Renka,  MD 

Dr.  Buchanan  moved  the  acceptance  of  this  report.  The 
motion  was  seconded  and  carried. 

Dr.  Jay  Bachmayer  read  the  Report  of  the  Reference 
Committee  on  Reports  of  the  Commission  on  Medical  Ser- 
vice and  the  Report  of  the  Commission  on  Legislation  and 
Governmental  Relations. 

REPORT  OF  THE  REFERENCE  COMMITTEE  ON 

REPORTS  OF  THE  COMMISSION  ON  MEDICAL 
SERVICE  AND  THE  COMMISSION  ON  LEGISLATION 
AND  GOVERNMENTAL  RELATIONS 

The  Reference  Committee  carefully  reviewed  the  report 
of  the  Commission  on  Legislation  and  Governmental  Rela- 
tions. Additional  background  information  was  provided  on 
specific  bills.  The  Reference  Committee  urges  all 
physicians  to  become  more  politically  aware  and  involved. 
The  Committee  recommends  acceptance  of  this  report. 

The  Reference  Committee  carefully  reviewed  the  Report 
of  the  Commission  on  Medical  Service.  There  was  discus- 
sion concerning  Blue  Shield  letters  to  patients  denying  cer- 
tain payments.  A representative  from  Blue  Shield  advised 
that  the  language  in  the  letter  was  required  by  the  Division 
of  Insurance  and  Blue  Shield  did  not  agree  with  the  require- 
ment but  had  no  choice.  The  Reference  Committee  recog- 
nizes the  continuing  concerns  physicians  have  about  the 
style  and  format  of  denial  letters  and  therefore  recommends 
that  the  council  continue  to  monitor  third  party  payors  with 
respect  to  this  concern.  There  was  discussion  concerning 
proposed  changes  to  Newborn  Metabolic  Screening  tests. 
The  Committee  recommmends  that  this  report  be  accepted 
with  the  above  recommendation  included. 

The  Reference  Committee  reviewed  and  recommends 
adoption  of  Resolution  #4  as  follows: 

Resolution  #4 

TO:  House  of  Delegates 

South  Dakota  State  Medical  Association 
FROM:  David  Bean,  MD 

SUBJECT:  Insurance  reimbursement  for  mental  illness 

WHEREAS, mental  illness  affects  31  to  41  million 
Americans  annually  and  costs  our  nation  $65 
billion  each  year  in  lost  productivity,  social  de- 
pendence, and  health  care  costs;  and, 
WHEREAS,  each  year,  12  million  young  people  are  strick- 
en with  mental  illness,  interfering  with  the 
vital  developmental  and  maturational  process 
of  our  nation’s  greatest  natural  resource;  and, 
WHEREAS,  the  fastest  growing  segment  of  our  population, 
our  elderly,  is  particularly  vulnerable  to  men- 
tal illness;  and, 

WHEREAS,  recent  major  research  developments  have 
brought  new  methods  and  technology  to  the 
treatment  of  mental  illness,  and  researchers 
believe  they  are  on  the  brink  of  even  greater 
knowledge  and  understanding  of  brain 
functioning  and  its  links  to  both  normal  and 
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abnormal  behavior;  and, 

WHEREAS, mental  illness,  widely  feared  and 
misunderstood,  is  increasingly  treatable,  and 
the  understanding  of  mental  illness  itself  and 
of  new  and  better  treatment  techniques  can 
only  bring  about  still  better  prospects  of 
amelioration  and  recovery  of  those  so  afflicted; 
and, 

WHEREAS,  the  negative  stigma  affecting  the  mentally  ill 
citizens  of  our  State  adversely  affects  their 
seeking  and  receiving  appropriate  treatment 
for  their  mental  illnesses;  and, 

WHEREAS,  the  negative  stigma  is  potentially  increased  by 
the  lack  of  appropriate  and  equitable  medical 
insurance  funding  for  these  medical  illnesses: 
NOW  THEREFORE  BE  IT  RESOLVED,  that  the  South 
Dakota  State  Medical  Association  does  hereby 
resolve  and  recommends  to  the  Council  of  the 
South  Dakota  State  Medical  Association  that 
the  appropriate  committee  or  commission 
review  the  insurance  reimbursement  for  men- 
tal illness  in  the  State  of  South  Dakota  and 
provide  an  interim  report  to  the  House  of 
Delegates. 

The  Reference  committee  reviewed  and  recommends 
adoption  of  Resolution  #2  as  distributed  to  the  House  of 
Delegates. 

Respectfully  submitted, 
REFERENCE  COMMITTEE  ON  REPORTS  OF 
THE  COMMISSION  ON  MEDICAL  SERVICE 
AND  THE  COMMISSION  ON  LEGISLATION 
AND  GOVERNMENTAL  RELATIONS 
Jay  Bachmayer,  MD,  Chairman 
James  Ryan,  MD 
Roger  Carter,  MD 

Dr.  Bachmayer  moved  the  acceptance  of  this  report.  The 
motion  was  seconded  and  carried. 

Dr.  Richard  Gere  read  the  report  of  the  Reference  Com- 
mittee on  Reports  of  the  Commissions  on  Scientific 
Medicine;  Internal  Affairs,  Communications  and  Liaison; 
and  Professional  Liability. 

REPORT  OF  THE  REFERENCE  COMMITTEE  ON 
REPORTS  OF  THE  COMMISSIONS  ON 
SCIENTIFIC  MEDICINE,  INTERNAL  AFFAIRS, 
COMMUNICATIONS  AND  LIAISON, 

AND  PROFESSIONAL  LIABILITY 

The  Reference  Committee  reviewed  the  report  of  the 
Commission  on  Scientific  Medicine.  The  Reference  Com- 
mittee recommends  acceptance  of  this  report. 

The  Reference  Committee  reviewed  the  report  of  the 
Commission  on  Internal  Affairs,  Communications  and 
Liaison.  The  Reference  Committee  took  note  of  the  Health 
Career  Grant  Fund  financial  report  and  the  proposed 
budget  for  the  fiscal  year  1988-1989.  The  Reference  Com- 
mittee recommends  acceptance  of  this  report. 

The  Reference  Committee  reviewed  the  report  of  the 
Commission  on  Professional  Liability.  The  Reference  Com- 
mittee recommends  acceptance  of  this  report 

The  Reference  Committee  reviewed  the  Executive 
Proclamation  submitted  by  Dr.  David  Bean,  Concerning 
Mental  Illness  Awareness  Week  which  is  to  be  observed 
October  2-8, 1988  in  the  State  of  South  Dakota. 


Resolution  #3 

TO:  House  of  Delegates 

South  Dakota  State  Medical  Association 
FROM:  David  Bean,  MD 

SUBJECT:  Proclamation  for  Mental  illness  Week 

WHEREAS,  mental  illness  affects  31  to  41  million 
Americans  annually  and  costs  our  nation  $65 
billion  each  year  in  lost  productivity,  social  de- 
pendence, and  health  care  costs;  and, 
WHEREAS,  each  year,  12  million  young  people  are  strick- 
en with  mental  illness,  interfering  with  the 
vital  developmental  and  maturational  process 
of  our  nation’s  greatest  natural  resource;  and, 
WHEREAS,  the  fastest  growing  segment  of  our  population, 
our  elderly,  is  particularly  vulnerable  to  men- 
tal illness;  and, 

WHEREAS,  recent  major  research  developments  have 
brought  new  methods  and  technology  to  the 
treatment  of  mental  illness,  and  researchers 
believe  they  are  on  the  brink  of  even  greater 
knowledge  and  understanding  of  brain 
functioning  and  its  links  to  both  normal  and 
abnormal  behavior;  and, 

WHEREAS, mental  illness,  widely  feared  and 
misunderstood,  is  increasingly  treatable,  and 
the  understanding  of  mental  illness  itself  and 
of  new  and  better  treatment  techniques  can 
only  bring  about  still  better  prospects  of 
amelioration  and  recovery  of  those  so  afflicted; 
NOW  THEREFORE  BE  IT  RESOLVED,  that  the  South 
Dakota  State  Medical  Association  at  their 
1988  annual  meeting  hereby  recognizes  the 
week  of  October  2-8,  1988,  as  Mental  Illness 
Awareness  Week  in  the  State  of  South  Dakota. 

Resolution  was  adopted  at  the  Second  House  of  Delegates 
meeting. 

The  Reference  Committee  recommends  approval  of  this 
proclamation. 

Respectfully  submitted, 
REFERENCE  COMMITTEE  ON  REPORTS  OF  THE 
COMMISSIONS  ON  SCIENTIFIC  MEDICINE, 
INTERNAL  AFFAIRS,  COMMUNICATIONS 
AND  LIAISON,  AND  PROFESSIONAL  LIABILITY 
Richard  Gere,  MD,  Chairman 
Mary  Carpenter,  MD 
T.  H.  Sattler,  MD 

Dr.  Gere  moved  the  acceptance  of  this  report.  The  mo- 
tion was  seconded  and  carried. 

Dr.  Geoffrey  Slingsby  read  the  report  of  the  Reference 
Committee  on  Reports  of  Special  Committees  and  Miscel- 
laneous Business. 

REPORT  OF  THE  REFERENCE  COMMITTEE  ON 
REPORTS  OF  SPECIAL  COMMITTEES  AND 
MISCELLANEOUS  BUSINESS 

The  Reference  Committee  has  reviewed  and  recommends 
acceptance  of  reports  from  the  Continuing  Medical  Educa- 
tion Committee,  the  Grievance  Commission,  the  South 
Dakota  Political  Action  Committee,  the  Board  of  Directors 
of  the  South  Dakota  Medical  School  Endowment  Associa- 
tion, the  Physicians’  Aid  Committee,  The  Medical-Legal 
Committee,  the  Archives  and  History  Commission,  the 
Liaison  Committee  and  the  AIDS  Task  Force. 
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The  Reference  Committee  commends  the  members  of 
these  committees  and  commissions  for  their  efforts  on  be- 
half of  the  membership.  Also,  the  Reference  Committee 
recognizes  those  physicians  who  are  candidates  for  state  of- 
fice: Richard  Belatti,  MD;  Robert  Giebink,  MD;  Wenzel 
Kovarik,  MD;  W.  R.  Taylor,  MD;  and  commends  them  for 
the  time  and  energy  which  they  are  devoting  to  the  political 
process  in  South  Dakota. 

The  Reference  Committee  has  reviewed  and  recommends 
adoption  of  Resolution  #1  as  printed  in  the  Delegate’s 

Handbook, 

Respectfully  submitted, 
REFERENCE  COMMITTEE  ON 
REPORTS  OF  SPECIAL 
COMMITTEES  AND 
MISCELLANEOUS  BUSINESS 
J.  Geoffrey  Slingsby,  MD,  Chairman 
Gail  Benson,  MD 
Richard  Holm,  MD 

Dr.  Slingsby  moved  the  acceptance  of  the  report.  The  mo- 
tion was  seconded  and  carried. 


Dr.  Larson  moved  to  suspend  the  rules  for  the  purpose 
of  consideration  of  a resolution  concerning  DAKOTACARE. 
The  motion  was  seconded  and  carried.  Dr.  Larson  read  the 
resolution  as  follows: 


In-office  results  in  2 minutes 
SERALYZER 

Reflectance  Photometer 


For  the  tests  you  need  in 
minutes. ..{ox  improved 
patient  care,  greater  office 
efficiency,  and  increased 
profitability.  Call... 


KREISERS  INC. 

1 220  S.  Minnesota  Ave.  1 723  Geneva  219  Omaha  St. 
Sioux  Tails.  SD  Sioux  City,  Iowa  Rapid  City,  SD 

605/336-1155  712/252-0505  605/342-2773 


fines) 


1724  8th  Ave.  M. 
Billings,  MT 
406/252-9309 


TO: 

FROM: 

SUBJECT: 


Resolution  #5 
House  of  Delegates 

South  Dakota  State  Medical  Association 
James  Larson,  MD 
Watertown,  South  Dakota 
DAKOTACARE 


WHEREAS,  the  health  maintenance  organization  known  as 
DAKOTACARE  was  initiated  by  the 
physicians  of  the  South  Dakota  State  Medical 
Association  in  1985,  and 

WHEREAS,  DAKOTACARE  was  formed  as  a non-profit 
corporation  and  commenced  business  opera- 
tions in  mid-1986,  and 

WHEREAS,  DAKOTACARE  has  become  a significant  force 
in  the  health  care  reimbursement  market 
place  in  this  State,  and 

WHEREAS,  DAKOTACARE  has  met  the  growth  projec- 
tions set  for  it  and  now  provides  health  main- 
tenance coverage  for  over  23,000  South 
Dakotans  despite  formation  as  a non-profit 
corporation,  and 

WHEREAS,  in  the  fall  of  1985  a change  in  the  policy  of  the 
Internal  Revenue  Service  has  caused 
DAKOTACARE  to  be  unable  to  obtain 
Internal  Revenue  recognition  to  operate  for 
tax  purposes  as  a non-profit  corporation,  and 
WHEREAS,  DAKOTACARE  has  adopted  a plan  to  reor- 
ganize the  operation  DAKOTACARE  as  a for- 
profit  corporation,  and 

WHEREAS,  the  reorganization  of  DAKOTACARE  as  a for- 
profit  coarporation  will  be  in  the  best  interests 
of  the  enroliees  and  participating  physicians 
of  DAKOTACARE,  and 

WHEREAS,  the  Board  of  Directors  of  DAKOTACARE 
should  be  commended  for  the  outstanding 
leadership  they  have  exhibited  in  making 
DAKOTACARE  a success  at  a great  sacrifice 
of  their  own  time  and  personal  resources, 
NOW  THEREFORE  BE  IT  RESOLVED,  the  House  of 
Delegates  of  the  South  Dakota  State  Medical 
Association  officially  recognizes  and  reaffirms 
the  efforts  of  this  dedicated  Board  and  recom- 
mends the  medical  community  continue  their 
support  of  this  plan. 

Dr.  Larson  moved  the  adoption  of  this  resolution.  The 
motion  was  seconded  and  carried. 

Dr.  Lushbough  then  read  a resolution  concerning  HCFA 
"medically  unnecessary"  determinations. 

Resolution  #6 


TO: 

FROM: 

SUBJECT: 

WHEREAS, 


WHEREAS, 


House  of  Delegates 
American  Medical  Association 
South  Dakota  Delegation  to  the  AMA 
HCFA  "Medically  Unnecessary" 
Determinations 

the  HCFA  has  determined  that  cost  contain- 
ments in  the  Medicare  system  may  be  in  part 
addressed  by  increasing  the  numbers  of 
physicians  nationwide  who  accept  assignment 
("participate")  for  services  rendered  to  this 
patient  population;  and 
the  mechanism  most  recently  promulgated  to 
achieve  this  objective  has  been  the  screening 
of  physician  services  delivered  to  the  con- 
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sumer  for  "medical  necessity"  and  the  denial 
of  payment  for  such  services  deemed  to  be 
"medically  unnecessary";  and 

WHEREAS,  fiscal  intermediaries,  for  reasons  not  clearly 
identifiable  at  this  time,  are  implementing 
this  directive  utilizing  arbitrary  and  capri- 
cious judgment  without  concern  as  to  the 
validity  or  accuracy  of  these  assessments  as 
measured  against  the  currently  defined 
criteria  for  coded  physician  services  accepted 
nationally  by  both  Medicare  and  non 
Medicare  third  party  payors  (CPT-4);  and 
WHEREAS,  such  action  by  fiscal  intermediaries  including 
related  requests  for  unreasonable  volumes  of 
information  in  the  appeal  process,  suggests  a 
concerted  and  deliberate  effort  of  harrass- 
ment  of  physicians  who  have  determined  that 
they  will  participate  in  Medicare  assignment 
on  a selective  rather  than  mandatory  basis; 
NOW  THEREFORE  BE  IT  RESOLVED,  the  AMA  make  an 
immediate  effort  to  seek  relief  from  the  inap- 
propriate use  of  the  HCFA  directive  on  reim- 
bursement  for  medically  unnecessary 
services;  and  seek  sanctions  against  those  fis- 
cal intermediaries  whose  pattern  of  conduct  in 
the  process  of  screening  delivered  physician 
services  indicates  a flagrant  disregard  for 
necessary  levels  of  care  and  the  established 
CPT-4  coding  criteria;  and  which  in  so  doing, 
promotes  an  erosion  of  confidence  and  trust  in 
the  physician-patient  relationship. 

Dr.  Lushbough  moved  the  adoption  of  this  resolution. 
The  motion  was  seconded  and  carried. 

Dr.  Larson  moved  that  the  rules  be  reinstated.  The  mo- 
tion was  seconded  and  carried. 

Dr.  Frank  Messner  was  then  installed  as  president  of  the 
South  Dakota  State  Medical  Association  and  briefly  ad- 
dressed the  House  of  Delegates. 

The  meeting  adjourned  at  11:15  am. 

PRESIDENTIAL  OATH  OF  OFFICE 

I SOLEMNLY  SWEAR  THAT  I shall  carry  out  the  duties 
of  the  President  of  the  South  Dakota  State  Medical  Associa- 
tion to  the  best  of  my  ability.  I shall  strive  constantly  to 
maintain  the  ethics  of  the  medical  profession  and  to 
promote  the  public  health  and  welfare.  I shall  dedicate 
myself  and  my  office  to  improving  health  standards  and  to 
the  task  of  bringing  increasingly  improved  medical  care  to 
the  people  of  South  Dakota.  I shall  uphold  the  Constitution 
and  Bylaws  of  the  AMA  and  the  South  Dakota  State  Medi- 
cal Association.  I shall  champion  the  cause  of  freedom  in 
medical  practice  and  freedom  for  all  my  fellow  Americans. 

I do  solemnly  swear  that  I will  discharge  the  duties  of  this 
office  to  the  best  of  my  ability,  so  help  me  God. 

REPORT  OF  THE  PRESIDENT  AND  CHAIRMAN  OF 
THE  EXECUTIVE  COMMISSION 

It  has  been  a privilege  and  a pleasure  to  serve  as  presi- 
dent of  the  South  Dakota  State  Medical  Association  during 
1987-88.  At  all  meetings  of  the  Council  and  Executive  Com- 
missions, I have  been  impressed  by  the  diligence  and  in- 
dustriousness of  these  governing  bodies.  Several  of  the  of- 
ficers met  with  Governor  George  Mickelson  to  exchange 
ideas,  plans,  and  to  express  our  continuing  cooperation  with 
state  government  in  maintaining  the  highest  level  of  health 


care,  as  well  as  preventive  efforts  in  contemporary  com- 
municable disease  control.  We  also  are  in  positive  continu- 
ing contact  with  the  Secretary  of  Health,  Katherine 
Kinsman,  a relationship  I hope  the  SDSMA  is  able  to  main- 
tain for  the  benefit  of  all  concerned. 

With  AMA  Delegate,  Bruce  Lushbough,  Alternate 
Delegate,  Durward  Lang  and  Executive  Secretary,  Bob 
Johnson,  I attended  the  annual  and  interim  AMA  meetings. 
While  there,  I took  pride  in  observing  Dr.  Lushbough  guide 
an  emergency  resolution  to  passage  on  the  floor  of  the 
House.  We  are  well  represented.  The  annual  meetings  of 
the  North  Central  Conference  - presided  over  by  Gerald 
Tracy;  and  South  Dakota  Hospital  Association  were  quite 
enlightening  for  me  since  I had  known  so  little  of  them 
before  this  year.  I am  convinced  our  strong  continued  par- 
ticipation in  both  will  be  beneficial  to  SDSMA.  With  Bob 
Johnson,  I especially  enjoyed  visiting  the  district  medical 
societies,  the  backbone  of  our  organization. 

As  president,  I appointed  an  AIDS  Task  Force  chaired  by 
Durward  Lang,  and  am  very  proud  of  their  efforts  in  educa- 
tion, prevention  and  control  of  the  AIDS  epidemic  in  South 
Dakota. 

During  this  year,  the  voluntary  Medicare  Assignment 
Eligibility  Program  has  been  expanded  from  its  origin  in 
the  Huron  District  to  a statewide  program,  and  is  still  grow- 
ing. This  organization  has  been  largely  through  the  her- 
culean efforts  of  Barbara  Wait  and  Lorin  Pankratz,  but  can- 
not continue  without  the  compassion  and  generosity  of  you, 
the  physicians. 

Led  energetically  by  Carmen  Chavier,  the  SDSMA 
Auxiliary  deserves  our  gratitude  for  their  continuing  sup- 
port and  valuable  projects  on  behalf  of  American  youth. 

I am  especially  grateful  to  the  friendly,  willing  and  most 
effective  professional  staff,  assembled  by  my  good  friend 
and  advisor,  Bob  Johnson.  We  would  not  do  well  without 
them. 

Respectfully  submitted, 
Robert  L.  Ferrell,  MD 
President  and  Chairman, 
Executive  Committee 

The  Reference  Committee  reviewed  the  report  of  the  President 
and  Chairman  of  the  Executive  Commission  and  recom- 
mended it  be  accepted  as  submitted. 

REPORT  OF  THE  PRESIDENT  ELECT 

As  president  elect,  I have  attended  and  participated  in 
meetings  of  the  House  of  Delegates,  Council,  and  Executive 
Commission.  I would  like  to  commend  Dr.  Ferrell  and  the 
staff  of  the  South  Dakota  Medical  Association  for  an  out- 
standing job. 

I will  look  forward  to  the  coming  year  and  serving  in  the 
office  of  president.  I wish  to  thank  members  of  the  Associa- 
tion for  allowing  me  to  serve  as  your  president  elect. 

Respectfully  submitted, 

Frank  D.  Messner,  MD 
President  Elect 

The  Reference  Committee  reviewed  the  report  of  the  President- 
Elect  and  recommended  it  be  accepted  as  submitted. 

REPORT  OF  THE  VICE  PRESIDENT 

Activities  of  the  vice  president  have  been  to  assist  the 
Council,  the  president  and  the  staff  of  the  Medical  Associa- 
tion during  this  past  year.  As  vice  president,  I have  at- 
tended and  participated  in  all  of  the  Council  meetings  and 
Executive  Commission  meetings,  as  well  as  any  other  ad  hoc 
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duties  assigned  to  myself  in  the  office  of  vice  president. 

I would  like  to  thank  the  membership  for  allowing  me  to 
serve  in  this  office. 

Respectfully  submitted, 
Michael  W.  Pekas,  MD 
Vice  President 

The  Reference  Committee  reviewed  the  report  of  the  Vice  Presi- 
dent and  recommended  it  be  accepted  as  submitted. 

REPORT  OF  THE  SECRETARY-TREASURER 

This  past  year  has  passed  by  quickly  and  can  be  described 
as  enjoyable,  exciting  and  yes  sometimes  depressing  - en- 
joyable to  be  working  with  and  for  such  a respectable  or- 
ganization, exciting  to  see  DakotaCare  grow  into  a major  in- 
surance entity,  depressing  to  watch  our  legislature  pass  and 
defeat  laws  which  seem  to  constantly  batter  our  profession 
and  our  ability  to  practice  medicine.  With  the  Association’s 
help,  working  as  one,  we  can  diminish  the  last  description. 
This  officer  has  again  attended  all  meetings  involving  this 
office  and  thanks  the  Association  for  its  support. 

Respectfully  submitted, 
M.  George  Thompson,  DO 
Secretary-Treasurer 

The  Reference  Committee  reviewed  the  repon  of  the  Secretaiy- 
Treasurer  and  recommended  it  be  accepted  as  submitted. 

REPORT  OF  THE  CHAIRMAN  OF  THE  COUNCIL 

It  has  been  a privilege  to  chair  the  Council  of  the  South 
Dakota  State  Medical  Association  on  three  separate  oc- 
casions over  the  last  year.  Excerpts  of  the  meetings  follow: 
Sunday,  June  7, 1987  - New  councilors  were  introduced  at 
the  second  council  meeting  of  the  annual  South  Dakota 
State  Medical  Association  meeting  held  in  Sioux  Falls. 

Also  at  this  meeting  Dr.  Hogrefe  reported  on  the  young 
physicians  section,  which  will  remain  as  a caucus,  and  its 
membership  will  include  physicians  aged  40  and  younger, 
physicians  who  are  less  than  five  years  out  of  postgraduate 
training,  and  residents. 

Also  at  the  council  meeting  at  that  time,  Dr.  Pekas  was 
commended  for  his  outstanding  tenure  as  chairman  of  the 
council. 

Friday,  September  25,  1987  - The  highlights  are  as  fol- 
lows: 

A.  Recommendation  from  the  Joint  Commissions  on  Scien- 
tific Medicine  and  Internal  Affairs  that  one-half  of  the 
scientific  program  at  the  1988  state  meeting  be  devoted 
to  communication  problems  and  improving  the 
physicians’  image,  and  the  other  half  of  the  time  to  be 
on  the  topic  of  AIDS. 

B.  The  format  was  changed  for  the  1988  annual  meeting 
schedule. 

C.  It  was  at  this  meeting  that  the  report  of  the  AIDS  Task 
Force  was  submitted,  and  this  report  in  its  entirety  will 
be  found  in  another  part  of  the  journal.  The  recommen- 
dations of  the  Task  Force  were  accepted.  However,  an 
amended  motion  which  favored  mandatory  testing  for 
high-risk  individuals,  as  identified  by  CDC  criteria,  was 
seconded  and  passed,  as  did  the  motion  in  its  entirety 
to  accept  the  recommendations  of  the  Task  Force. 

D.  Also  at  this  meeting,  the  council  was  approached  by 
Peggy  Prim,  representing  the  South  Dakota  Statewide 
Project  for  Nursing  and  Nursing  Education.  The  reader 
is  referred  to  the  succinct  appraisal  given  this  meeting 
by  the  president  of  the  Association,  Robert  L.  Ferrell, 


MD,  on  page  15  of  the  South  Dakota  Journal  of  Medicine, 
Vol.  40,  No.  11. 

November  20, 1987  - Pierre,  S D - The  AIDS  Task  Force 
recommended  that  the  council  amend  its  policy  to  strongly 
favor  voluntary  testing  of  all  high-risk  individuals,  any 
sexual  contacts  with  high-risk  individuals,  individuals  with 
multiple  heterosexual  contacts,  and  individuals  from 
countries  where  estimated  seroprevalence  of  HIV  is  higher 
than  the  United  States,  individuals  with  symptoms  or  signs 
compatible  with  HIV  associated  disease,  and  VD  clinic 
patients.  The  motion  was  seconded  and  carried  unani- 
mously at  that  time. 

Many  other  problems  were  resolved  at  the  council  level 
throughout  the  year  and  a special  thanks  goes  to  the  com- 
mission chairmen  and  the  members  who  have  served  on 
these  commissions  throughout  the  year.  These  individuals 
have  given  much  of  their  time  and  effort  so  that  the  coun- 
cil could  more  appropriately  address  the  problems  that 
need  to  be  dealt  with. 

The  Council  of  the  State  Medical  Association  continues 
to  enjoy  the  benefits  of  the  excellent  staff  at  the  office  of  the 
State  Medical  Association.  A personal  thanks  to  Mr.  Robert 
Johnson  and  his  staff  for  all  of  the  outstanding  support  and 
hard  work  given  over  the  last  year  so  that  your  association 
might  continue  to  address  and  solve  the  many  problems  that 
face  its  members. 

Respectfully  submitted, 
R.  I.  Porter,  MD 
Chairman  of  the  Council 

The  Reference  Committee  reviewed  the  repon  of  the  Chairman 
of  the  Council  and  recommended  it  be  accepted  as  submitted 


Group  Practice  Positions  Available 

for  Board  Eligible/Board  Certified  physicians  in 
the  following  specialties: 

• Family  Practice 

• Occupational  Medicine 

• Internal  Medicine 

• Physical  Medicine  and  Rehabilitation 

• Emergency  Medicine 

• Adult  Psychiatry 

• Child  Psychiatry 

• Obstetrics/Gynecology 

Locations  include  Minneapolis,  Minnesota;  Shell 
Lake,  Wisconsin;  and  Des  Moines,  Iowa.  All 
positions  offer  competitive  salary/benefits.  For 
more  information  please  send  letter  of  inquiry  and 
curriculum  vitae  to: 

Scott  M.  Lindblom 

Fairview  Physician  and  Clinic  Services 
2312  South  Sixth  Street 
Minneapolis,  Minnesota  55454 
or  call 

612-371-6235 

1-800-552-1125,  ext.  6235  in  Minnesota 
1-800-328-4661,  ext.  6235  out  of  state 
An  equal  opportunity  employer. 
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SOUTH  DAKOTA 


ARMY  RESERVE 


MEDICAL  PROFILE  NO.  5 


ROSALYN  P STERLING-SCOTT,  M.D. 

Assistant  Professor  of  Surgery,  UCLA  School  of  Medicine  and  Drew 
University  of  Medicine  and  Science,  Los  Angeles 
Associate  Surgeon,  Department  of  Cardiovascular  &.  Thoracic 
Surgery,  Centinela  Hospital  Medical  Center,  Los  Angeles 
Major,  U.S.  Army  Reserve 

EDUCATION  Rensselaer  Polytechnic  Institute,  Troy,  NY,  B.S. 
Chemistry;  NYU  School  of  Medicine,  New  York,  M.D 

RESIDENCY  Boston  University  School  of  Medicine  (Cardiovas- 
cular); Saint  Vincent’s  and  St.  Claire’s  Hospitals,  New  York  City 
(General  Surgery) 

FELLOWSHIP  First  Mary  A . Fraley  Cardiovascular  Surgical 
Research  Fellow  at  the  Texas  Heart  Institute,  Houston 

OUTSTANDING  ACHIEVEMENTS  Author  of  numerous 

articles,  including  “Indications  for  Early  Bypass  Grafting  Following 
Intracoronary  Streptokinase”;  author  of  “The  Female  Surgeon— Dawn 
of  a New  Era,”  chapter  in  A Century  of  Black  Surgeons— The  U.S.  A. 
Experience;  Board  of  Directors,  Association  of  Black  Cardiologists; 
Secretary,  Drew  Society 


MM  The  caliber  of  physicians  you  meet  in  the  Army 
Reserve  exposes  you  to  new  ways  of  looking  at  a 
problem.  It’s  easy  for  young  surgeons  to  become 
entrenched  in  one  method,  but  in  the  Army  Reserve 
you’ll  have  the  chance  to  work  with  outstanding 
physicians  in  your  own  specialty,  and  often  learn  new 
ideas  that  will  help  you  to  improve  your  own 
approach  to  clinical  or  research  problems,”  says 
Dr.  Sterling-Scott. 

The  Army  Reserve  can  offer  physicians  a 
variety  of  challenging  options  such  as  teaching, 
research,  unique  training  programs,  and  the  oppor- 
tunity to  practice  in  prestigious  Army  medical 
centers. 

“Joining  the  Army  Reserve  enabled  me  to  take 
advantage  of  a number  of  conferences,  including 
one  at  Walter  Reed,  where  I worked  with  thoracic 
surgical  colleagues,  while  conducting  my  own 
research  project.## 

We  understand  the  time  demands  on  a busy 
physician.  So  the  Army  Reserve  offers  training 
programs  that  will  allow  you  to  be  flexible  about  the 
time  you  serve. 

For  more  information  about  specific  programs, 
call  toll-free  1-800-USA-ARMY. 

ARMY  RESERVE  MEDICINE. 
BEALLYOUCANBE. 


Effective  once-nightly 

duodenal  ulcer  therapy  available  in  a 

Unique  Convenience  Pak 

for  better  patient  compliance 


AXID® 

nizatidine  capsules 

Briel  Summary  Consult  the  package  Insert  tor  prescribing  information 
Indications  and  Usage:  Axid  is  indicated  for  up  to  eight  weeks  for  the  treatment 
of  active  duodenal  ulcer  In  most  patients,  the  ulcer  will  heal  within  four  weeks 

Axid  is  indicated  for  maintenance  therapy  for  duodenal  ulcer  patients,  at 
a reduced  dosage  of  150  mg  h s after  healing  of  an  active  duodenal  ulcer 
The  consequences  of  continuous  therapy  with  Axid  for  longer  than  one  year 
are  not  known 

Contraindication:  Axid  is  contraindicated  in  patients  with  known  hypersensitivity 
to  the  drug  and  should  be  used  with  caution  in  patients  with  hypersensitivity  to 
other  H2-receptor  antagonists 

Precautions:  General—  1 Symptomatic  response  to  nizatidine  therapy  does  not 
preclude  the  presence  of  gastric  malignancy 

2 Because  nizatidine  is  excreted  primarily  by  the  kidney,  dosage  should  be 
reduced  in  patients  with  moderate  to  severe  renal  insufficiency 

3 Pharmacokinetic  studies  in  patients  with  hepatorenal  syndrome  have  not 
been  done  Part  of  the  dose  of  nizatidine  is  metabolized  in  the  liver  In  patients 
with  normal  renal  function  and  uncomplicated  hepatic  dysfunction,  the 
disposition  of  nizatidine  is  similar  to  that  in  normal  subjects 

Laboratory  Tests  — False-positive  tests  for  urobilinogen  with  Multistix1*  may 
occur  during  therapy  with  nizatidine 

Drug  Interactions  — No  interactions  have  been  observed  between  Axid  and 
theophylline,  chlordiazepoxide,  lorazepam,  lidocaine,  phenytoin,  and  warfarin 
Axid  does  not  inhibit  the  cytochrome  P-450-linked  drug-metabolizing  enzyme 
system,  therefore,  drug  interactions  mediated  by  inhibition  of  hepatic 
metabolism  are  not  expected  to  occur.  In  patients  given  very  high  doses  (3,900 
mg)  of  aspirin  daily,  increases  in  serum  salicylate  levels  were  seen  when 
nizatidine,  150  mg  b i d.,  was  administered  concurrently 

Carcinogenesis,  Mutagenesis.  Impairment  ol  Fertility— A two-year  oral 
carcinogenicity  study  in  rats  with  doses  as  high  as  500  mg/kg/day  (about  80 
times  the  recommended  daily  therapeutic  dose)  showed  no  evidence  of  a 
carcinogenic  effect  There  was  a dose  related  increase  in  the  density  of 
enterochromaffm-like  (ECL)  cells  in  the  gastric  oxyntic  mucosa  In  a two-year 
study  in  mice,  there  was  no  evidence  of  a carcinogenic  effect  in  male  mice, 
although  hyperplastic  nodules  of  the  liver  were  increased  in  the  high  dose  males 
compared  to  placebo  Female  mice  given  the  high  dose  of  Axid  (2,000  mg/kg/day, 
about  330  times  the  human  dose)  showed  marginally  statistically  significant 
increases  in  hepatic  carcinoma  and  hepatic  nodular  hyperplasia  with  no 
numerical  increase  seen  in  any  of  the  other  dose  groups  The  rate  of  hepatic 
carcinoma  in  the  high  dose  animals  was  within  the  historical  control  limits  seen 
for  the  strain  of  mice  used  The  female  mice  were  given  a dose  larger  than  the 
maximum  tolerated  dose,  as  indicated  by  excessive  (30%)  weight  decrement 


compared  to  concurrent  controls,  and  evidence  of  mild  liver  injury  (transaminase 
elevations)  The  occurrence  of  a marginal  finding  at  high  dose  only  in  animals 
given  an  excessive,  and  somewhat  hepatotoxic  dose,  with  no  evidence  of  a 
carcinogenic  effect  in  rats,  male  mice,  and  female  mice  (given  up  to  360  mg/kg/ 
day,  about  60  times  the  human  dose),  and  a negative  mutagenicity  battery  is  not 
considered  evidence  of  a carcinogenic  potential  for  Axid 
Axid  was  not  mutagenic  in  a battery  of  tests  performed  to  evaluate  its  potential 
genetic  toxicity,  including  bacterial  mutation  tests,  unscheduled  DNA  synthesis, 
sister  chromatid  exchange,  and  the  mouse  lymphoma  assay 
in  a two-generation,  perinatal  and  postnatal,  fertility  study  in  rats,  doses  of 
nizatidine  up  to  650  mg/kg/day  produced  no  adverse  effects  on  the  reproductive 
performance  of  parental  animals  or  their  progeny 
Pregnancy -Teratogenic  Eftects-Pregnancy  Category  C-Oral  reproduction 
studies  in  rats  at  doses  up  to  300  times  the  human  dose,  and  in  Dutch  Belted 
rabbits  at  doses  up  to  55  times  the  human  dose,  revealed  no  evidence  of  impaired 
fertility  or  teratogenic  effect,  but,  at  a dose  equivalent  to  300  times  the  human 
dose,  treated  rabbits  had  abortions,  decreased  number  of  live  fetuses,  and 
depressed  fetal  weights  On  intravenous  administration  to  pregnant  New  Zealand 
White  rabbits,  nizatidine  at  20  mg/kg  produced  cardiac  enlargement,  coarctation 
of  the  aortic  arch,  and  cutaneous  edema  in  one  fetus  and  at  50  mg/kg  it  produced 
ventricular  anomaly,  distended  abdomen,  spina  bifida,  hydrocephaly,  and 
enlarged  heart  in  one  fetus  There  are,  however,  no  adequate  and  well-controlled 
studies  in  pregnant  women  It  is  also  not  known  whether  nizatidine  can  cause 
fetal  harm  when  administered  to  a pregnant  woman  or  can  affect  reproduction 
capacity  Nizatidine  should  be  used  during  pregnancy  only  if  the  potential  benefit 
justifies  the  potential  risk  to  the  fetus. 

Nursing  Mothers  — Nizatidine  is  secreted  and  concentrated  in  the  milk  of 
lactatmg  rats  Pups  reared  by  treated  lactatmg  rats  had  depressed  growth  rates 
Although  no  studies  have  been  conducted  in  lactating  women,  nizatidine  is 
assumed  to  be  secreted  in  human  milk,  and  caution  should  be  exercised  when 
nizatidine  is  administered  to  nursing  mothers 
Pediatric  Use— Safety  and  effectiveness  in  children  have  not  been  established 
Use  in  Elderly  Patients— Ulcer  healing  rates  in  elderly  patients  are  similar  to 
those  in  younger  age  groups  The  incidence  rates  of  adverse  events  and 
laboratory  test  abnormalities  are  also  similar  to  those  seen  in  other  age  groups 
Age  alone  may  not  be  an  important  factor  in  the  disposition  of  nizatidine  Elderly 
patients  may  have  reduced  renal  function 

Adverse  Reactions:  Clinical  trials  of  nizatidine  included  almost  5,000  patients 
given  nizatidine  in  studies  of  varying  durations  Domestic  placebo-controlled 
trials  included  over  1,900  patients  given  nizatidine  and  over  1,300  given  placebo 
Among  the  more  common  adverse  events  in  the  domestic  placebo-controlled 
trials,  sweating  (1%  vs  0.2%).  urticaria  (0  5%  vs  <0  01%),  and  somnolence 
(24%  vs  13%)  were  significantly  more  common  in  the  nizatidine  group  A 
variety  of  less  common  events  was  also  reported,  it  was  not  possible  to 
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determine  whether  these  were  caused  by  nizatidine. 

Hepatic— Hepatocellular  injury,  evidenced  by  elevated  liver  enzyme  tests 
(SCOT  (AST).  SGPT  (ALT),  or  alkaline  phosphatase),  occurred  in  some  patients 
possibly  or  probably  related  to  nizatidine.  In  some  cases,  there  was  marked 
elevation  of  SGOT,  SGPT  enzymes  (greater  than  500  IU/L),  and  in  a single 
instance,  SGPT  was  greater  than  2,000  IU/L  The  overall  rate  of  occurrences  of 
elevated  liver  enzymes  and  elevations  to  three  times  the  upper  limit  of  normal, 
however,  did  not  significantly  differ  from  the  rate  of  liver  enzyme  abnormalities  in 
placebo-treated  patients  All  abnormalities  were  reversible  after  discontinuation 
of  Axid 

Cardiovascular—  In  clinical  pharmacology  studies,  short  episodes  of 
asymptomatic  ventricular  tachycardia  occurred  in  two  individuals  administered 
Axid  and  in  three  untreated  subjects 

Endocrine— Clinical  pharmacology  studies  and  controlled  clinical  trials 
showed  no  evidence  of  antiandrogemc  activity  due  to  Axid.  Impotence  and 
decreased  libido  were  reported  with  equal  frequency  by  patients  who  received 
Axid  and  by  those  given  placebo  Rare  reports  of  gynecomastia  occurred 

Hematologic— Fatal  thrombocytopenia  was  reported  in  a patient  who  was 
treated  with  Axid  and  another  H2-receptor  antagonist  On  previous  occasions, 
this  patient  had  experienced  thrombocytopenia  while  taking  other  drugs 

Integumental—  Sweating  and  urticaria  were  reported  significantly  more 
frequently  in  nizatidine  than  in  placebo  patients  Rash  and  exfoliative  dermatitis 
were  also  reported 

Other—  Hyperuricemia  unassociated  with  gout  or  nephrolithiasis  was 
reported 

Overdosage:  There  is  little  clinical  experience  with  overdosage  of  Axid  in 
humans  If  overdosage  occurs,  use  of  activated  charcoal,  emesis,  or  lavage 
should  be  considered  along  with  clinical  monitoring  and  supportive  therapy 
Renal  dialysis  for  four  to  six  hours  increased  plasma  clearance  by  approximately 
84% 

Test  animals  that  received  large  doses  of  nizatidine  have  exhibited  cholinergic- 
type  effects,  including  lacrimation,  salivation,  emesis,  miosis,  and  diarrhea. 
Single  oral  doses  of  800  mg/kg  in  dogs  and  of  1.200  mg/kg  in  monkeys  were  not 
lethal.  Intravenous  LD50  values  in  the  rat  and  mouse  were  301  mg/kg  and  232 
mg/kg  respectively  PV  2091  AMP  (041288) 
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AMA  DELEGATE’S  REPORT 


Dr.  Durward  Lang  and  I have  had  the  privilege  of  repre- 
senting South  Dakota  at  the  AMA  meetings  in  the  past  year 
in  Chicago  and  Atlanta.  Because  of  health  problems  in  my 
family  Dr.  Durward  Lang  attended  the  Atlanta  meeting 
without  me. 

I continue  to  be  impressed  with  the  American  Medical 
Association  and  its  ability  to  deal  with  difficult  issues  in  our 
times. 

I think  it  is  impossible  for  any  one  person  to  begin  to 
comprehend  what  the  status  of  medicine  would  be  like 
without  the  positive  influence  of  the  AMA  at  all  levels  of  na- 
tional responsibility.  The  AMA  remains  a uniting  force  with 
all  the  specialty  associations  and  most  importantly  with  the 
efforts  by  government  to  limit  our  influence  as  we  seek  to 
control  our  own  destiny  and  the  welfare  of  our  own  patients. 

It  has  been  a big  responsibility  to  accept  this  delegate 
responsibility  after  the  fine  history  of  service  of  Dr.  Gerry 
Tracy  in  the  years  prior  to  this  one. 

I feel  that  our  delegation  can  represent  South  Dakota 
through  our  efforts  in  the  North  Central  Medical  Con- 
ference and  in  the  North  Central  Medical  Caucus  at  our 
meetings.  Dr.  Lang  and  I have  been  active  for  some  time 
and  find  that  the  larger  states  do  listen  when  our  point  of 
view  is  presented  at  meetings  of  the  North  Central  Medical 
Conference. 

Dr.  Lang  and  I can  only  represent  you  as  we  know  your 
feelings  for  grass  roots  medicine  and  how  things  need  to  be 
changed. 

Never  hesitate  to  contact  me  if  you  have  questions  about 
any  state  association  or  AMA  activities.  I will  always  try  to 
represent  you  well  in  any  way  that  I can. 

Respectfully  submitted, 
Bruce  C.  Lushbough,  MD 
AMA  Delegate  from  South  Dakota 

The  Reference  Committee  reviewed  the  report  of  the  AMA 
Delegate  and  recommended  it  be  accepted  as  submitted. 

REPORT  OF  THE  AMA  ALTERNATE  DELEGATE 

As  your  Alternate  Delegate  to  the  AMA,  I attended  the 
annual  meeting  in  June  of  1987,  in  Sioux  Falls,  the  annual 
meeting  of  the  AMA  in  Chicago  in  June,  1987,  and  the  Inter- 
im meeting  of  the  AMA  in  Atlanta,  Georgia.  I also  attended 
all  the  Council  meetings  and  the  Executive  Commission 
meetings. 

At  both  the  annual  meeting  and  the  interim  meeting  of 
the  American  Medical  Association,  a topic  of  spirited  dis- 
cussion was  the  new  policy  regarding  journals.  Advertisers 
in  these  journals  are  most  adamant  that  they  be  distributed 
to  all  of  the  members  of  a given  specialty.  The  leadership 
of  the  Board  of  Trustees  and  of  the  Council  were  unanimous 
in  their  opinion  that  to  continue  to  distribute  the  journals 
as  had  been  done  previously  would  result  in  the  necessity  of 
a $35/year  dues  increase. 

There  are  many  reasons  for  this. 

Your  delegation  was  unanimous  in  opposing  this  policy 
change,  but  frankly  we  were  forced  to  examine  our  stand 
pretty  carefully  in  light  of  the  economics  involved. 

The  members  of  your  delegation  caucused  each  morning 
with  the  other  members  of  the  North  Central  Conference 
and  in  this  way,  all  of  the  meetings  of  the  commissions  and 
reference  committees  were  discussed  fully  by  the  members 
of  our  caucus.  The  members  of  this  caucus  include  the 
states  of  Wisconsin,  Minnesota,  Iowa,  Nebraska,  North 
and  South  Dakota. 

The  members  of  the  delegation  were  successful  in  pass- 
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South  Dakota  Foundation  for  Medical  Care’s 
Pediatric  Specific  Criteria 

SDFMC  will  be  implementing  the  use  of  a pediatric  specific  criteria  for  the 
review  of  Title  19  cases.  This  criteria  is  to  be  used  by  the  regional  review  coor- 
dinator as  a screen  for  reviewing  pediatric  medical  records.  This  screen  does  not 
represent  standards  of  care  but  serves  only  as  a mechanism  through  which  ap- 
proprate  physician  referrals  may  be  made. 

The  pediatric  criteria  was  written  (1987)  through  a physician  advisory  panel 
specifically  for  Interqual.  The  criteria  was  written  for  the  purpose  of  nurse 
screening  and  includes  severity  of  illness  and  intensity  of  service  screening  ele- 
ments. 

SDFMC  will  be  utilizing  the  initial  screen  for  a six  month  trial  period.  All  sug- 
gested changes  and  revisions  received  by  SDFMC  during  this  six  month  trial 
period  will  be  assessed  by  SDFMC’s  Board  members.  Copies  of  this  criteria  are 
being  made  available  to  all  hospitals. 
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ing  a resolution  asking  the  leadership  of  the  American 
Medical  Association  to  investigate  a practice  of  the  fiscal  in- 
termediary for  Medicare.  In  this  process,  they  automatical- 
ly send  the  letter  to  anyone  who  has  a medical  device  which 
fails  and  ask  them  if  they’re  going  to  sue.  This  was  force- 
fully brought  to  the  attention  of  the  leadership  and  the 
leadership  responded  by  investigating  this  matter.  We  are 
awaiting  the  final  report. 

Respectfully  submitted, 
Durward  M.  Lang,  MD 
Alternate  Delegate 

The  Reference  Committee  reviewed  the  report  of  the  AMA  Al- 
ternate Delegate  and  recommended  it  be  accepted  as  submitted. 

REPORT  OF  THE  SPEAKER  OF  THE  HOUSE 

I will  be  looking  forward  to  presiding  at  the  upcoming 
meeting  of  the  House  of  Delegates  scheduled  to  meet  in 
Rapid  City,  June  2-4.  I am  most  appreciative  of  the  help 
and  support  received  from  a number  of  people  in  preparing 
this  upcoming  meeting  and  particularly  wish  to  express  my 
appreciation  to  all  those  physicians  who  have  agreed  to  par- 
ticipate in  the  reference  committees  and  especially  to  those 
serving  as  chairman  of  those  committees.  As  we  all  know, 
active  participation  through  our  reference  committee  sys- 
tem is  vital  to  the  work  of  the  House  of  Delegates  and  is 
critical  in  resolving  many  of  the  issues  which  are  increas- 
ingly challenging  the  health  care  delivery  system  today. 

We  have  a number  of  important  issues  to  be  considered 
in  our  upcoming  annual  meeting  in  June,  and  I shall  be  look- 
ing forward  to  meeting  all  of  you  at  that  time. 

Respectfully  submitted, 
Jerome  A.  Eckrich,  MD 
Speaker  of  the  House 

The  Reference  Committee  reviewed  the  report  of  the  Speaker 
of  the  House  and  recommended  it  be  accepted  as  submitted. 

REPORT  OF  THE  COUNCILOR  AT  LARGE 

As  Councilor  at  Large,  I have  attended  all  of  the  meet- 
ings of  the  Council  of  the  South  Dakota  State  Medical  As- 
sociation, and  those  of  the  Executive  Commission.  I have 
also  attended  the  meeting  of  the  North  Central  Conference 
held  in  November,  1987,  in  Minneapolis,  Minnesota.  On  oc- 
casion I have  served  as  a resource  person  of  the  Association 
for  the  news  media.  I have  thoroughly  enjoyed  my  continued 
association  with  governance  system  of  the  South  Dakota 
State  Medical  Association  and  the  contact  with  the 
membership  at  large  which  this  relationship  affords.  Al- 
though we  seem  to  be  as  cohesive  and  viable  an  organiza- 
tion as  at  any  time  in  recent  memory,  the  stresses  and  chal- 
lenges of  the  present  and  immediate  future  continue  to  tax 
our  resources  and  ingenuity  to  preserve  the  good  of  the  past 
and  adapt  to  changes  of  the  future. 

Thank  you  for  allowing  me  to  participate  in  this  era  of 
change  and  excitement. 

Respectfully  submitted, 
William  O.  Rossing,  MD 
Councilor-at-Large 

The  Reference  Committee  reviewed  the  report  of  the  Councilor 
at  Large  and  recommended  it  be  accepted  as  submitted. 

REPORT  OF  THE  CHIEF  EXECUTIVE  OFFICER 

1987-88  has  proved  to  be  a most  interesting  and  challeng- 
ing year  for  medicine. 

The  profession  continues  to  be  inundated  with 


governmental  and  third  party  payor  generated  reforms. 
Most  of  these  proposals  are  poorly  thought  out  and  would 
seriously  impact  the  patients  you  serve.  It  is  essential  that 
a unified  and  well  informed  voice  of  medicine  be  heard  if 
the  finest  health  care  system  in  the  world  is  to  survive. 

This  past  year  the  Association  formed  two  ad  hoc  com- 
mittees to  deal  with  current  topics  of  great  concern.  Both 
the  AIDS  Task  Force  and  the  Senior  Citizens  Committee 
have  invested  a great  deal  of  personal  time  and  money  in 
developing  programs  that  the  Association  can  point  to  with 
pride.  I applaud  these  committee  members  and  the  profes- 
sion in  general  for  their  compassion  and  for  providing  the 
leadership  role  which  medicine  must  maintain  on  behalf  of 
the  public  you  serve. 

The  1988  legislative  session  brought  both  success  and 
disappointment.  We  were  successful  in  having  15  of  the  21 
bills  on  which  we  took  a formal  position  go  our  way.  The 
major  disappointment  came  on  a bill  jointly  sponsored  by 
the  chiropractors  and  optometrists.  These  two  groups  are 
diligent  in  their  efforts  to  bring  about  legislative  change 
that  is  to  their  own  personal  benefit.  We  must  remember 
that  their  legislativ  package  was  only  partially  accepted  by 
the  1988  legislature,  and  they  will  likely  return  in  future 
years  in  an  attempt  to  achieve  the  most  meaningful  portions 
of  their  program.  The  Medical  Association  and  the  people 
of  South  Dakota  were  blessed  this  year  by  Governor  George 
Mickelson’s  appointment  of  W.  R.  Taylor,  MD  to  the  South 
Dakota  Senate.  He  has  provided  much  needed  medical 
input  to  the  Senate  body  itself  and  his  caring  and  dedicated 
approach  to  all  issues  has  placed  him  in  high  esteem  among 
his  Senate  colleagues.  The  1988  election  in  our  state  finds 
four  physicians  running  for  the  South  Dakota  House  and 
Senate.  In  addition  to  Dr.  Taylor,  Dr.  Belatti  is  running  for 
a seat  in  the  Senate.  Dr.  Robert  Giebink  and  Dr.  Wenzel 
Kovarik  are  running  for  seats  in  the  South  Dakota  House 
of  Representatives.  In  addition  to  the  four  physician  can- 
didates, many  of  medicine’s  best  friends  are  facing  primary 
and  general  election  competition  and  all  deserve  our  sup- 
port, both  financially  and  personally. 

We  can  ill  afford  to  concentrate  on  our  past  successes  or 
failures  but  must  look  to  the  future  and  the  1988  election 
year  can  provide  medicine  with  a golden  opportunity  to  help 
shape  the  future  of  our  profession  and  the  state.  To  do  this 
effectively  we  must  make  a commitment  and  get  involved. 

Speaking  of  involvement  and  commitment,  I would  truly 
be  remiss  if  I did  not  recognize  the  tireless  hours  spent  on 
medicine’s  behalf  by  all  of  the  commission  members,  com- 
mittee members,  and  your  officers  and  councilors. 

I had  the  distinct  pleasure  to  accompany  Dr.  Robert  Fer- 
rell, your  president,  on  many  of  his  journeys  this  past  year. 
His  love  of  the  medical  profession  and  his  dedication  to  its 
principles  and  policies  is  easy  for  anyone  to  see.  He  has 
truly  represented  medicine  in  an  exemplary  fashion  and  I 
am  pleased  to  count  him  a dear  and  personal  friend. 

Respectfully  submitted, 
Robert  D.  Johnson 

Chief  Executive  Officer 

The  Reference  Committee  reviewed  the  report  of  the  Chief  Ex- 
ecutive Officer  and  recommended  it  be  accepted  as  submitted. 
The  Committee  recognized  the  superb  and  outstanding  work 
and  ability  of  the  Chief  Executive  Officer,  Robert  Johnson  and 

his  entire  staff  during  the  past  years  in  conducting  the  business 
of  the  South  Dakota  State  Medical  Association. 
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Seven  years  ago,  a group  of  physicians 
took  the  initiative  to  solve  their 
professional  liability  insurance  problems 
by  creating  Minnesota  Medical  Insurance 
Exchange. 

Today  physician  involvement  remains  the 
key  to  MM  IE’s  success  and  enables  the 
company  to  offer  its  3,000  policyholders: 

• reasonably  priced  coverage 

• exceptional  risk  management 

• a financially  secure  alternative 


When  purchasing  professional  liability 
insurance,  do  what  the  majority  of 
Minnesota  physicians  do: 


Choose  MMIE 

The  insurance  company  run 
by  physicians  for  physicians 

To  obtain  additional  information, 
call  or  write: 

Williams  Insurance  Agency 
704  West  Avenue  North 
PO.  Box  1507 
Sioux  Falls,  SD  57101 
Telephone  (605)  336-0940 
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REPORT  OF  THE  FIRST  DISTRICT  COUNCILOR 

The  Aberdeen  District  Medical  Society  held  monthly 
meetings  during  1987  and  1988.  A variety  of  speakers  were 
invited  to  attend  our  meetings  to  update  us  on  the  new  and 
clinically  important  concepts  or  to  deal  with  the  socio- 
economic issues  of  today.  The  annual  Christmas  party  was 
held  in  conjunction  with  the  District  Auxiliary  fund  raising 
for  AMA-ERF. 

We  were  visited  by  President  Ferrell  in  early  1988,  and 
were  updated  by  him  and  Robert  Johnson  in  regards  to 
pressing  legislative  topics  and  other  important  issues  to  the 
medical  profession. 

During  1987  and  early  1988  we  welcomed  to  our  district 
society,  twelve  new  members.  New  officers  were  elected  in 
December  of  1987,  and  include  Robert  Suurmeyer,  MD  as 
president,  Jean  L.  Gerber,  MD  as  vice  president,  and  Roy 
Burt,  MD  as  secretary/treasurer.  The  delegates  and  alter- 
nate delegates  to  the  annual  meeting  were  elected  at  the 
February  meeting  and  include  Alfred  Shousha,  MD, 
Kenneth  Bartholomew,  MI),  James  Hovland,  MD,  and  Roy 
Burt,  MD.  Alternate  delegates  are  John  Fritz,  MD,  Winston 
Odland,  MD,  Bernard  Gerber,  MD  and  John  McKichan, 
M.D  The  nominee  for  the  nominating  committee  is  James 
Hovland,  MD. 

Respectfully  submitted, 
Warren  Redmond,  MD 
J.  D.  Bachmayer,  MD 
Councilors,  First  District 

The  Reference  Committee  reviewed  the  report  of  the  Councilors 
from  the  First  District  Medical  Society  and  recommended  it  be 
accepted  as  submitted. 

REPORT  OF  THE  SECOND  DISTRICT  COUNCILOR 

The  Second  District  Medical  Society  met  on  the  first 
Tuesday  of  each  month  from  September  to  May  of  1987-88. 
Issues  of  socioeconomic  impact  were  the  topics  of  the 
presentation  at  each  of  these  monthly  meetings  which  is  the 
usual  format  of  the  Second  District. 

In  September  we,  along  with  our  spouses,  enjoyed  our  an- 
nual meeting  with  the  Watertown  District  Medical  Auxiliary 
at  the  Watertown  Country  Club.  In  October,  Dr.  Tom  Grau 
and  Jan  Fragen,  RN  from  the  McKennan  Chronic  Pain 
Clinic  presented  a program  on  chronic  pain  rehabilitation. 

In  November  Mr.  Gene  Cooley  from  the  Alcohol  and 
Drug  Referral  Center  in  Watertown  explained  the  operation 
of  the  drug  and  alcohol  program  in  South  Dakota. 

In  December  of  1987,  we  had  annual  election  of  officers 
with  Dr.  Ed  Gerrish  being  elected  as  President  of  the  Second 
District,  Dr.  Steve  Gehring  was  elected  Vice-President  and 
Dr.  Gerald  Tracy  was  elected  Secretary /Treasurer.  We  had 
the  pleasure  of  entertaining  seven  legislators  from  north- 
east South  Dakota  at  this  meeting  with  a lively  discussion 
of  health  related  topics  and  the  position  of  the  Watertown 
District  with  regard  to  these. 

In  January  of  1988,  Mr.  Charvin  Dixon,  attorney  with  the 
State  Medical  Association,  discussed  the  law  regarding 
chiropractors. 

In  February  we  were  honored  with  the  presidential  visit 
of  Dr.  Robert  Ferrell  who  brought  us  up-to-date  with  regard 
to  the  legislature,  DakotaCare  and  other  topics  relating  to 
the  Medical  Association. 

In  March,  Dr.  Terrence  Sloan,  Director  of  Indian  Health 
Services  for  the  Aberdeen  District  of  the  Indian  Health  Ser- 
vice, presented  a program  on  Indian  health  which  was  very 
thought-provoking. 


We  look  forward  to  our  April  and  May  meetings,  an- 
ticipating other  thought-provoking  presentations. 

Respectfully  submitted, 
James  C.  Larson,  MD 
Councilor,  Second  District 

The  Reference  Committee  reviewed  the  report  of  the  Councilor 
from  the  Second  District  Medical  Society  and  recommended  it 
be  accepted  as  submitted. 

REPORT  OF  THE  THIRD  DISTRICT  COUNCILOR 

The  third  district  is  continuing  to  have  regular  meetings 
during  this  yearwith  the  district  holdingthe  following  meet- 
ings: 

The  meeting  in  February  was  held  at  the  Grandview  Sup- 
per Club  in  Madison.  We  had  a talk  on  kidney  function  and 
abnormalities.  The  meeting  was  well  attended. 

The  meeting  of  June  18, 1987,  was  held  in  Brookings.  We 
decided  to  hold  the  meetings  at  Brookings,  Flandreau,  and 
Madison  since  members  in  the  other  cities  have  expressed 
a desire  to  do  this. 

The  meeting  of  August  20, 1987,  was  held  at  the  Staurolite 
Inn  in  Brookings.  Applications  for  Drs.  Schultz  and  Dit- 
more  were  reviewed.  Dr.  Richard  Sample  introduced  his 
new  associate,  Dr.  Mary  Beecher.  Dr.  David  Bean  opened 
the  meeting  with  a talk  on  panic  disorders  and  agrophobia. 

The  meeting  of  October  22, 1987,  was  held  at  the  Ram  Pub 
in  Brookings.  Dr.  Steven  Schultz  gave  a talk  on  kidney 
stones.  We  discussed  the  "Doctor  for  the  Day"  program. 
Michelle  Ansorge  and  Mary  Beecher  were  voted  in  as  new 
members  of  the  third  district. 

The  meeting  of  December  3, 1987,  was  held  in  Flandreau. 
The  election  of  officers  was  undertaken.  President  Dr. 
Venugopal  and  Vice  President  Dr.  Reitz  and  Secretary- 
Treasurer  Dr.  Sample  were  elected.  Robert  Ferrell,  presi- 
dent of  the  South  Dakota  State  Medical  Association,  spoke 
regarding  malpractice-Dakotacare-State  Medical  Associa- 
tion happenings  in  the  legislature. 

The  meeting  of  February,  1988,  was  held  in  Brookings. 
Dr.  Wayne  Wetzbarger  and  Dr.  A.  Hassan  were  reviewed 
and  approved  for  membership  into  the  society.  South 
Dakota  Foundation  for  Medical  Care  reported  that  Dr. 
Roberts  has  served  the  maximum  number  of  terms  and  Dr. 
Shaskey  was  nominated  to  that  position.  Dr.  Richard 
Holm  and  Dr.  David  Halliday  were  appointed  delegates  to 
the  convention.  Dr.  Curtis  Wait  will  be  on  the  nominating 
committee  for  the  SDSMA  meeting.  The  scientific  portion 
of  the  meeting  featured  Dr.  John  Gregg  with  archeology  and 
medicine. 

Respectfully  submitted, 
Curtis  Wait,  MD 
Councilor,  Third  District 

The  Reference  Committee  reviewed  the  report  of  the  Councilor 
from  the  Third  District  Medical  Society  and  recommended  it 
be  accepted  as  submitted. 

REPORT  OF  THE  FOURTH  DISTRICT  COUNCILOR 

The  Fourth  District  Medical  Association’s  annual  meet- 
ing was  held  January  13, 1988.  Election  of  officers  was  held 
and  resulted  in  Dr.  Stephen  Stout  being  elected  as  Presi- 
dent and  Dr.  Noel  Chicoine  as  Vice  President.  Dr.  Huber 
was  elected  as  the  new  Secretary /Treasurer  to  fill  the  vacan- 
cy created  by  Dr.  Cosand’s  resignation.  Dr.  Cosand  was 
given  a vote  of  thanks  for  his  years  of  service  as  the 
Secretary /Treasurer  of  the  Fourth  District  Medical  As- 
sociation. 
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Delegates  for  the  upcoming  State  Medical  Association 
meeting  are  Dr.  Huber  and  Dr.  Mark  Werpy.  Dr.  Stout  was 
appointed  as  the  alternate. 

Michelle  Kuhl,  graduate  of  Stanley  County  High  School, 
was  named  as  the  recipient  of  last  years  $250  Allied  Health 
Scholarship.  It  was  then  decided  to  increase  this  scholar- 
ship to  $500  with  the  same  stipulations  as  before.  Again, 
the  various  high  schools  in  the  surrounding  counties  encom- 
passing the  district  would  all  be  eligible  for  competition. 

The  remaining  portion  of  the  meeting  was  devoted  to  the 
report  of  current  State  President,  Dr.  Robert  Ferrell,  Bob 
Johnson  and  Lorin  Pankratz.  A lively  discussion  of  legisla- 
tive and  other  matters  was  carried  out. 

Again,  the  Fourth  District  Medical  Association,  in  con- 
junction with  the  Continuing  Education  Department  of  St. 
Mary’s  Hospital,  sponsored  the  following  CME  lectures: 

® January  20,  1987-  Clinical  Clues  in  Medical 
Genetics  by  Virginia  Johnson,  MD. 

® February  17, 1987  - Mitral  Valve  Prolapse  and  Sick 
Sinus  Syndrome  by  Mark  Cowan,  MD. 

® April  21,  1987  - Delivery  Room  Emergencies  by 
Scott  McKercher,  MD. 

• May  19, 1987-  PCA  Pumps  by  Ken  Carroll,  Abbott 
Hospital  Pharmaceuticals. 

• June  23, 1987  - Alzheimers  by  George  Flora,  MD. 

• June  25, 1987  - Cutaneous  Manifestations  of  Inter- 
nal Disease  by  Dr.  Roger  S.  Knutson. 

• July  21,  1987  - PRO  Regulations  by  Paul  Jensen 
and  T.  H.  Saltier,  MD. 

• Sept  15, 1987  - Changing  Trends  and  Treatment 
of  Hypertensive  Patients  by  Jerry  Fischer,  MD. 

• November  17,  1987  - Infectious  Diseases  in  Elder- 
ly Patients  by  Michael  Dailey,  MD. 

Respectively  submitted, 
R.  C.  Jahraus,  MD 
Councilor,  Fourth  District 

The  Reference  Committee  reviewed  the  report  of  the  Councilor 
from  the  Fourth  District  Medical  Society  and  recommended  it 
be  accepted  as  submitted. 


REPORT  OF  THE  FIFTH  DISTRICT  COUNCILOR 

Meeting  of  October  8,  1987,  included  a film  on  the 
economics  of  medicine.  We  held  our  election  of  officers  at 
that  meeting  and  the  following  were  selected: 

President  - Steve  Schroeder  of  Miller 
Vice  President  - Jack  Robbins  of  Huron 
Secretary /Treasurer  - Carole  Buchholz  of  Huron 

Dr.  James  Anderson  transferred  from  the  Madison  Dis- 
trict. Two  thousand  dollars  ($2,000)  was  sent  to  the  Medi- 
cal School  Endowment  Fund. 

Our  second  meeting  was  a scientific  meeting  with  the 
cooperation  of  the  Huron  Regional  Medical  Center  and  a 
talk  by  Dr.  R.  Raszkowski  from  Sioux  Falls,  South  Dakota. 

We  met  again  during  the  winter  with  a joint  meeting  with 
the  hospital  staff  and  Dr.  Fred  Lovrien  spoke  on  complica- 
tions of  diabetes  mellitus. 

We  have  not  as  yet  gotten  together  with  the  state  office 
for  our  presidential  visit  but  hope  to  make  that  before  the 
convention. 

One  more  new  physician  has  come  to  our  district.  He  is 
Dr.  Mick  Guerin  who  will  be  practicing  in  his  field  of  ENT. 
Some  of  you  may  remember  when  he  practiced  in  Tyndall 
with  Dr.  Herb  Saloum  some  years  back. 

Respectfully  submitted, 
David  Buchanan,  MD 


Councilor,  Fifth  District 

The  Reference  Committee  reviewed  the  report  of  the  Councilor 
from  the  Fifth  District  Medical  Society  and  recommended  it  be 
accepted  as  submitted. 

REPORT  OF  THE  SEVENTH  DISTRICT  COUNCILORS 

The  following  represents  a summary  of  activity  in  the  7th 
District  Medical  Society  since  the  last  annual  meeting  of 
the  State  Medical  Association: 

The  7th  District  Medical  Society  meets  the  first  Tuesday 
of  the  month  from  September  to  May. 

• At  the  meeting  in  September  of  1987,  the  7th  District 
hosted  a combined  seminar  of  local  lawyers  and 
physicians  for  a discussion  of  areas  of  mutual  inter- 
est and  the  status  of  the  joint  South  Dakota  Bar  As- 
sociation, South  Dakota  State  Medical  Association 
Commission. 

• In  October,  the  7th  District  Medical  Society  met  at 
the  Hiawatha  Country  Club  in  Canton,  South 
Dakota  at  the  invitation  of  Dr.  Ted  Angelos  and  the 
Canton  physicians.  Following  the  pheasant  dinner, 
Dr.  Robert  Talley,  Dean  of  the  School  of  Medicine  of 
the  University  of  South  Dakota  gave  his  annual  up- 
date and  assessment  of  medical  education  in  South 
Dakota. 

• November  meeting  is  the  annual  meeting  of  the  7th 
District  Medical  Society.  Dr.  Loren  Tschetter  was 
elected  president-elect,  Dr.  Dan  Kennedy  was 
elected  secretary  and  Dr.  Lloyd  Solberg  was  elected 
treasurer  for  calendar  year  1988. 


OUTSTANDING  INCOME 
GUARANTEE 

LOOKING  FOR  TWO  FAMILY  PRACTICE  PHY- 
SICIANS TO  JOIN  OUR  GROUP  OF  SIX  FAM- 
ILY PRACTICE  PHYSICIANS  IN  A RAPIDLY 
GROWING,  AGGRESSIVE  PRACTICE.  NEW 
CLINIC.  COLLEGE  TOWN.  EXCEPTIONAL 
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CONTACT: 

HARVEY  J.  HART,  MD 
DENNIS  C.  DECKER,  ADMINISTRATOR 


1440  15th  Ave  N.W.  • Aberdeen,  SD  57401 
Phone  (605)  226-3536 


26 


SOUTH  DAKOTA 


• In  December  a Christmas  party  of  the  combined 
society  and  its  auxiliary  was  held  at  the  Westward 
Ho  Country  Club.  Guests  of  the  7th  District  and  the 
auxiliary  included  area  legislators  who  previewed 
the  upcoming  1988  legislative  session. 

• In  January  H.  Bruce  Vogt  became  president.  Dr. 
Vogt  thanked  Dr.  Roger  Stoltz  for  his  services  as 
president  of  the  society  in  1987.  The  January  meet- 
ing was  a report  by  the  three  administrators  of  the 
Sioux  Falls  hospitals  to  the  Medical  Society. 

• The  February  meeting  was  preceded  by  a sponsored 
Chamber  of  Commerce  mixer  which  has  become  an 
annual  event  for  the  7th  District  in  February.  The 
State  Medical  Association  office  gave  an  update  on 
the  legislative  session. 

• Dr.  Robert  Ferrell,  President  of  the  South  Dakota 
State  Medical  Association,  made  his  annual  visit  to 
the  7th  District  Medical  Society  in  March.  Dr. 
Ferrell’s  comments  and  insights  were  appreciated. 
Dr.  Robert  Johnson,  Chief  Executive  Officer  of  the 
South  Dakota  State  Medical  Association,  gave  his 
usual  fine  presentation  on  the  "State  of  the  State  As- 
sociation." The  7th  District  Medical  Society  also 
voted  to  provide  Financial  sponsorship  for  the 
scheduled  visit  of  Russian  physicians  to  South 
Dakota  in  the  fall  of  1988.  The  Financial  sponsorship 
was  requested  by  the  USD  School  of  Medicine  which 
is  coordinating  the  visit. 

• Dr.  Bruce  Lushbough,  Delegate,  and  Durward  Lang, 
Alternate  Delegate  of  the  South  Dakota  State  Medi- 
cal Association  to  the  American  Medical  Associa- 
tion, reviewed  the  House  of  Delegates  interim  meet- 
ing in  December,  1987.  Dr.  Rod  Parry,  representing 
the  USD  School  of  Medicine  to  the  AMA,  also  gave 
a brief  presentation. 

• The  May  meeting  included  a talk  by  Ben  Johnson, 
President  of  South  Dakota  Blue  Shield,  on  recent 
developments  in  the  insurance  industry.  A video 
tape  presentation  on  recent  Medicare  reimburse- 
ment changes  was  provided  for  interested  society 
members.  The  7th  District  Medical  Society  in- 
structed its  delegates  and  councilors  for  the  upcom- 
ing annual  meeting  of  the  South  Dakota  State  Medi- 
cal Association  in  Rapid  City. 

The  7th  District  Medical  Society  has  remained  active  and 
vigorous.  The  Board  of  Directors  continues  to  assess  ways 
and  means  of  increasing  meeting  attendance  particularly 
among  younger  physicians. 

Respectfully  submitted, 
J.  B.  Hagen,  MD 
Lowell  Hyland,  MD 
Karl  Wegner,  MD 
Guy  Tam,  MD 
James  Reynolds,  MD 
K.  Gene  Koob,  MD 
Councilors,  Seventh  District 

The  Reference  Committee  reviewed  the  report  of  the  Councilors 
from  the  Seventh  District  Medical  Society  and  recommended 
it  be  accepted  as  submitted. 

REPORT  OF  THE  EIGHTH  DISTRICT  COUNCILORS 

The  Eighth  District  Medical  Association  met  in  a timely 
manner  onthree  separate  occasions  throughout  the  year 
1987-1988. 

The  first  meeting  in  September  was  highlighted  by  an  ex- 
cellent presentation  of  medicine  in  Saudi  Arabia  given  by 


Dr.  William  Donnellan,  pediatric  surgeon,  Sioux  Falls, 
South  Dakota. 

The  next  meeting  held  in  late  December  was  our  legisla- 
tive meeting.  Unfortunately  this  meeting  was  scheduled  at 
the  same  time  that  many  committee  meetings  were  being 
held  in  Pierre,  South  Dakota,  and  many  of  the  legislators 
who  had  accepted  an  invitation  were  unable  to  attend. 
However,  it  might  be  well  to  note  that  Mary  Edelen,  legisla- 
tive representative  from  Vermillion,  South  Dakota,  was  in 
attendance  and  gave  an  excellent  overview  of  the  legislative 
session. 

The  third  and  final  meeting  of  the  year  was  held  in  April 
of  1988.  At  that  time,  Dr.  Robert  Ferrell,  President  of  the 
South  Dakota  State  Medical  Association,  visited  District 
Eight  and  gave  an  excellent  talk  outlining  the  many  con- 
cerns and  developments  being  noted  at  a state  level.  Specifi- 
cally a long  discussion  followed  regarding  AIDS,  the  state 
legislature  and  the  chiropractic  involvement  in 
DAKOTACARE,  etc. 

We  then  had  the  election  of  officers  and  it  was  a very 
enlightening  process  for  Dr.  Ferrell  to  observe.  His  timely 
guidance  in  this  regard  was  well  taken. 

During  the  final  meeting,  Dr.  James  Wiggs  was  elected 
Secretary  /Treasurer  at  large  (without  portfolio),  Dr.  Julie 
Stevens  was  elected  President  of  the  District  and  Dr.  Lars 
Aanning  was  elected  Vice  President. 

Respectfully  submitted, 
R.  I.  Porter,  MD 
Jay  Hubner,  MD 
Councilors,  Eighth  District 

The  Reference  Committee  reviewed  the  report  of  the  Councilors 
from  the  Eighth  District  Medical  Society  and  recommended  it 
be  accepted  as  submitted. 
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REPORT  OF  THE  NINTH  DISTRICT  COUNCILORS 

Since  our  last  report,  the  Black  Hills  District  Medical 
Society  has  met  as  follows: 

® April  23, 1987  - speaker:  Donald  Goodkin,  MD,  Mul- 
tiple Sclerosis  Center,  Fargo,  North  Dakota.  "MUL- 
TIPLE SCLEROSIS:  A GENERAL  UPDATE  FOR 
PRIMARY  CARE  PHYSICIANS" 

® May  19, 1987  - speakers:  Paul  Jensen,  Project  Direc- 
tor, and  Ted  Sattler,  MD,  Medical  Director, 
SDFMC.  "DISCUSSION  OF  THE  PRO  CON- 
TRACT OF  THE  SOUTH  DAKOTA  FOUNDATION 
FOR  MEDICAL  CARE" 

® July  9, 1987  - social  meeting  at  Arrowhead  Country 
Club,  with  spouses.  No  scientific  program. 

® September  19,  1987  - speaker:  Marty  Reitz,  MD, 
University  of  Colorado.  "EVALUATION  OF  SLEEP 
COMPLAINTS" 

• October  13,  1987  - speaker:  Wendell  Hoffman,  MD, 
infectious  disease  specialist,  Central  Plains  Clinic, 
Sioux  Falls,  South  Dakota.  "AIDS  UPDATE"  (spon- 
sored by  Merck,  Sharp,  and  Dohme) 

• December  10,  1987  - annual  Christmas  party  with 
spouses.  No  scientific  program  or  business  meeting. 

• January  21,  1988  - OFFICIAL  PRESIDENTIAL 
VISIT  OF  ROBERT  FERRELL,  MD,  President  of 
SDSMA.  Speakers  were  Dr.  Ferrell  and  Robert 
Johnson,  CEO,  SDSMA. 

• February  18,  1988  - speaker:  Bruce  McManus,  MD, 

University  of  Nebraska  Medical  Center,  Omaha, 
Nebraska.  "EVOLUTION  OF  CHOLESTEROL 
AWARENESS:  NEW  THERAPEUTIC 

STRATEGIES"  (sponsored  by  Merck,  Sharp  and 
Dohme). 

• March  24, 1988  - speaker:  Robert  Talley,  MD,  Dean, 
USD  School  of  Medicine.  "THE  MEDICAL 
SCHOOL  - ITS  PROGRAMS  AND  PROBLEMS" 

Current  membership  of  the  District  is  197  members. 
Drs.  Joseph  Hamm,  Sturgis;  Donald  Kelley,  Rapid  City;  and 
Warren  Reinoehl,  Custer,  have  recently  retired  to  honorary 
membership  status. 

The  Black  Hills  District  Medical  Society  is  pleased  to  ac- 
knowledge a significant  advancement  in  the  level  of  medi- 
cal care  to  the  patients  of  the  West  River  area.  Beginning 
in  January,  1988,  the  Cardiac  Services  Project  of  Rapid  City 
Regional  Hospital  was  implemented,  representing  the  cul- 
mination of  three  years  of  joint  effort  by  the  hospital,  com- 
munity leaders,  and  a multidisciplinary  physician  task 
force.  Now  operational,  this  program  enables 
physicians  to  provide  cardiac  catheterization,  coronary 
angioplasty,  and  open  heart  surgery  to  area  patients,  and 
provides  educational  and  logistical  support  to  area  hospi- 
tals and  physicians  regarding  thrombolytic  therapy,  patient 
transportation,  cardiac  rehabilitation,  and  staff  education. 

In  March,  1988,  E.  Sterling  Palmerton,  MD,  ophthal- 
mologist with  the  Black  Hills  Regional  Eye  Institute, 
received  the  "Spirit  of  Healing"  award,  presented  by  the 
Health  and  Human  Services  Committee  of  the  Rapid  City 
Chamber  of  Commerce.  The  District  congratulates  Dr.  Pal- 
merton on  this  recognition. 

Respectfully  submitted, 
James  Jackson,  MD 
Ed  James,  MD 
Tom  Krafka,  MD 
N.  R.  Whitney,  MD 
Councilors,  Ninth  District 


The  Reference  Committee  reviewed  the  report  of  the  Councilors 
from  the  Ninth  District  Medical  Society  and  recommended  it 
be  accepted  as  submitted 

REPORT  OF  THE  TENTH  DISTRICT  COUNCILOR 
The  Rosebud  District  Medical  Society  met  on  April  21, 
1988.  In  attendance  at  the  meeting  were:  Robert  Ferrell, 
MD,  President  of  SDSMA,  and  Chief  Executive  Officer, 
Robert  D.  Johnson. 

Officers  for  the  coming  year  are  as  follows: 

Mary  Carpenter,  MD  - President 
John  Malm,  MD  - Secretary /Treasurer 
Mary  Carpenter,  MD  - Delegate 
The  District  voted  to  submit  the  name  of  Mary  Car- 
penter, MD  as  the  next  councilor. 

Respectfully  submitted, 
Louis  H.  Hogrefe,  MD 
Councilor,  Rosebud  District 

The  Reference  Committee  reviewed  the  report  of  the  Tenth  Dis- 
trict Councilor  and  recommended  it  be  accepted  as  submitted. 

REPORT  OF  THE  ELEVENTH  DISTRICT  COUNCILOR 
During  the  past  year  we  have  had  several  meetings  of  the 
Eleventh  District  Medical  Society,  at  which  time  scientific 
sessions  were  presented  on  various  topics  by  outside  con- 
sultants along  with  sponsorship  by  various  pharmaceutical 
firms. 

In  January  of  1988,  we  met  with  the  officers  of  the  South 
Dakota  State  Medical  Association  prior  to  the  legislative 
session  beginning  in  Pierre.  At  these  meetings  business  ses- 
sions were  conducted  as  deemed  appropriate  and  as  needed. 

During  the  March,  1988  meeting,  new  officers  for  the 
society  were  elected  and  they  are  as  follows: 

President  - Ben  Henderson,  DO 

Vice  President  - J.  D.  Collins,  MD 

Secretary  - L.  M.  Linde,  MD 

Delegate  - J.  D.  Collins,  MD 

Alternate  Delegate  - John  Ottenbacher,  MD 

Councilor  - James  Wunder,  MD 

Nominating  Committee  member  - Paul  Weiland,  MD 

Respectfully  submitted, 
James  Wunder,  MD 
Councilor,  Eleventh  District 

The  Reference  Committee  reviewed  the  report  of  the  Councilor 
from  the  Eleventh  District  Medical  Society  and  recommended 
it  be  accepted  as  submitted. 
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REPORT  OF  THE  COMMISSION  ON  LEGISLATION 
AND  GOVERNMENTAL  RELATIONS 

The  commission  met  in  November  and  again  in  January 
in  Pierre.  The  action  on  the  legislation  of  major  interest 
will  be  summarized  below.  A complete  listing  of  bills  is  con- 
tained in  the  final  legislative  report  of  the  Grab  Bag. 

A bill  of  major  importance  HB1249  mandating  benefits 
for  chiropractors  and  optometrists  under  DAKOTACARE 
was  defeated.  A vigorous  effort  was  required  to  kill  the  bill 
and  it  is  anticipated  that  similar  action  will  be  required  in 
the  future. 

HB1272,  barring  discrimination  against  health  care 
providers  under  public  health  care  programs,  passed  over 
gubernatorial  veto. 

Legislation  in  the  area  of  tort  reform  included  a bill 
which  would  make  the  statute  of  limitations  six  years  from 
date  of  occurrence  or  three  years  after  discovery,  whichever 
lapses  sooner.  This  bill  was  tabled.  A bill  to  amend  the  pe- 
riodic payments  act  was  passed.  It  raises  the  threshold 
amount  from  $100,000  to  $200,000. 

Other  pertinent  legislation  which  passed  included  a 
repeal  of  the  certificate  of  need  and  medicaid  funding  in- 
creases. Medical  school  tuition  reimbursement  for  service 
in  an  underserved  area,  and  an  increase  in  the  appropria- 
tion for  primary  care  physician  residency  programs  also 
passed. 

Items  such  as  living  will,  organ  procurement,  care  of  the 
indigent  and  AIDS  have  and  will  become  increasingly 
popular  legislative  proposals.  SDSMA  policy  is  used  as  a 
guideline  with  these  measures. 

Treatment  of  the  incompetent  and  involuntarily  com- 
mitted patient  are  also  now  beginning  to  receive  increasing 
interest  in  the  legislature.  HB1267  was  passed  allowing  the 
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administration  of  psychotropic  medicine  to  committed 
patients  who  initially  refuse  it.  Nursing  education  is  of 
major  concern  to  future  practice  patterns  and  medical 
costs.  The  commission  supports  the  existing  levels  of  nurs- 
ing practice  with  provisions  for  upward  mobility. 

Respectfully  submitted, 
Stephan  D.  Schroeder,  MD,  Chairman 
Commission  on  Legislation  & 
Governmental  Relations 

The  Reference  Committee  carefully  reviewed  the  report  of  the 
Commission  on  Legislation  and  Governmental  Relations.  Ad- 
ditional background  information  was  provided  on  specific 
bills.  The  Reference  Committee  urges  all  physicians  to  become 
more  politically  aware  and  involved.  The  Committee  recom- 
mends acceptance  of  this  report. 

REPORT  OF  THE  COMMISSION  ON 
MEDICAL  SERVICE 

The  Commission  on  Medical  Service  met  once  during  the 
past  year  on  October  16, 1987.  The  commission  reviewed  a 
Blue  Shield  explanation  of  benefits  form  sent  to  patients 
which  infers  that  the  doctor  is  overcharging.  While  the  com- 
mission felt  it  would  be  better  to  include  an  explanation  on 
the  difference  between  the  insurance  company’s  allowable 
charge  and  the  physician’s  actual  charge,  it  was  decided  this 
type  of  problem  should  be  handled  on  an  individual  basis. 

The  commission  recommended  that  clinic  managers  in 
South  Dakota  be  surveyed  regarding  admission  require- 
ments, particularly  relating  to  those  procedures  which  are 
paid  by  insurance  carriers  only  when  done  on  a same  day 
basis.  The  council  directed  that  another  survey  not  be  con- 
ducted and  that  this  issue,  along  with  previous  survey 


The  13th  Annual  South  Dakota 
Perinatal  Association  Conference 

The  13th  Annual  SDPA  Conference, 
Perinatal  Care  on  the  Great 
Plains/Maintaining  Clinical  Excellence, 
will  be  held  September  21-23,  1988,  at 
Howard  Johnson  in  Rapid  City,  South 
Dakota.  This  conference  focuses  on 
clinical  topics  of  interest  to  the  primary 
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results,  be  discussed  with  the  Insurance  Commissioner. 

For  the  second  time  the  commission  reviewed  current  ac- 
tivities for  the  diabetes  education  program  made  possible 
by  a CDC  grant.  Again,  they  suggested  to  the  Health 
Department  that  this  money  be  utilzied  for  education  rather 
than  administration. 

The  Health  Department  set  up  a task  force  on  metabolic 
screening  of  infants  in  preparation  of  adopting  new  rules  to 
change  the  present  requirements.  The  commission  ques- 
tioned: 1)  the  necessity  of  retesting  infants  previously  tested 
during  the  first  24  hours;  2)  the  cost  effectiveness  of  testing 
for  MSUD  and  galactosemia;  and  3)  the  concept  of  sending 
tests  for  evaluation  to  one  laboratory  to  be  determined  on 
a bid  basis.  The  council  agreed  with  these  concerns  and 
directed  that  the  South  Dakota  Pediatric  Society  be  con- 
tacted for  their  recommendations. 

A brochure,  "Putting  the  UCR  Fee  Puzzle  Together" 
published  by  the  Wisconsin  Medical  Society  was  reviewed, 
and  the  commission  recommended  that  it  be  revised  for 
South  Dakota  and  made  available  to  the  membership.  The 
council  concurred,  and  the  brochure  is  being  prepared  for 
publication  at  this  time. 

A subcommittee  to  work  on  a statewide  senior  citizens 
program  similar  to  the  one  now  operating  in  Huron  was  ap- 
pointed. They  have  been  meeting  with  representatives  of 
the  senior  citizens  and  progress  is  being  made  toward 
development  of  a statewide  program. 

The  Health  Department  submitted  revised  vital  statis- 
tics forms  for  review.  The  commission  recommended  that 
the  current  forms  are  adequate;  that  the  proposed  changes 
would  inflict  a burden  on  those  completing  the  form;  and 
that  the  revisions  seem  unnecessary  for  statistical  purposes 
but  rather  information  which  would  be  utilized  by  re- 
searchers. The  council  concurred  with  this  analysis  and 
directed  that  a letter  expressing  these  concerns  be  sent  to 
the  Health  Department. 

Respectfully  submitted, 
Jerome  Freeman,  MD,  Chairman 
Commission  on  Medical  Service 

The  Reference  Committee  carefully  reviewed  the  report  of  the 
Commission  on  Medical  Service.  There  was  discussion  con- 
cemingBlue  Shield  letters  to  patients  denying  certain  payments. 
A representative  from  Blue  Shield  advised  that  the  language  in 
the  letter  was  required  by  the  Division  of  Insurcmce  and  Blue 
Shield  did  not  agree  with  the  requirement  but  had  no  choice. 
The  Reference  Committee  recognized  the  continuing  concerns 
physicians  have  about  the  style  and  format  of  denial  letters  and 
therefore  recommends  that  the  Council  continue  to  monitor 
third  party  payors  with  respect  to  this  concern.  There  was  dis- 
cussion concerning  proposed  changes  to  New  Bom  Metabolic 
Screening  tests.  The  Committee  recommends  that  this  report 
be  accepted  with  the  above  recommendations  included. 

REPORT  OF  THE  COMMISSION  ON 
SCIENTIFIC  MEDICINE 

The  Commission  on  Scientific  Medicine  first  met  joint- 
ly with  the  Commission  on  Internal  Affairs,  Communica- 
tions & Liaison  on  September  3, 1987,  to  consider  the  1988 
annual  meeting  program.  Later  that  afternoon  the  Com- 
mission met  as  a separate  entity  to  conduct  other  business. 
At  the  joint  meeting  of  the  Commissions  the  following 
recommendations  for  the  1988  annual  meeting  were  dis- 
cussed for  submission  to  the  Council  for  consideration. 

1.  One-half  day  scientific  session  on  better  communication 
techniques  to  enhance  the  physician’s  image.  This  por- 


tion of  the  program  to  be  the  responsibility  of,  and  chaired 
by,  the  Chairman  of  the  Commission  on  Internal  Affairs, 
Communications  & Liaison. 

2.  The  other  one-half  day  scientific  session  will  be  devoted 
to  the  topic  of  AIDS.  The  linking  concept  for  the  entire 
program  is  the  need  for  better  communication  techniques 
in  general,  and  the  specific  need  to  be  able  to  communi- 
cate in  a well  informed  manner  about  AIDS.  The  Chair- 
man of  the  Commission  on  Scientific  Medicine  will  work 
with  the  AIDS  Task  Force  on  the  program  content  and  will 
chair  this  portion  of  the  program. 

3.  Change  the  format  of  the  annual  meeting  to  begin  on 
Wednesday  and  end  on  Saturday,  with  the  scientific  ses- 
sions held  on  Thursday  afternoon  and  Friday  morning. 

4.  Consider  changing  the  blanket  registration  fee  to  allow 
for  a per  day  or  per  event  charge. 

Following  the  conclusion  of  the  joint  meetings  of  the 
commissions,  the  Commission  on  Scientific  Medicine  met. 
It  was  agreed  that  the  presentation  made  by  Dean  Talley  of 
the  USD  School  of  Medicine  at  the  1987  annual  meeting  was 
beneficial.  This  should  again  be  a part  of  the  1988  annual 
meeting  to  continue  to  provide  an  open  dialogue  between 
the  School  of  Medicine  and  the  Association.  The  format  and 
time  of  last  year’s  meeting  will  again  be  used. 

The  Commission  discussed  various  initiatives  regarding 
organ  donation  including  HB  1138  which  was  defeated  in  the 
1986  Legislature,  Resolution  #4,  and  a recommendation 
that  the  Commission  establish  guidelines  regarding  organ 
donation.  The  Commission  felt  that  the  membership  had 
been  adequately  informed  in  this  area  through  the  recent 
scientific  program  at  the  annual  meeting  and  noted  that 
federal  legislation  now  addressed  the  issues  raised. 


Physicians  Needed 

General  Surgeon,  Family  Practitioner  and 
Internist  to  join  eight  doctor  clinic  in  Cloquet, 
MN,  a community  of  1 2,000  (30,000  service 
area),  located  20  minutes  from  Duluth-Su- 
perior. Clinic  facility  is  located  one  block 
from  modern,  well  equipped  77-bed  hospi- 
tal. Cloquet  enjoys  a stable  economy  (forest 
products).  Additionally,  our  community  is 
noted  for  its  excellent  school  system.  First 
year  salary  guarantee,  paid  malpractice, 
health  and  disability  insurance,  vacation  and 
study  time. 

Contact:  John  Turonie,  Administrator 
Raiter  Clinic,  LTD 
417  Skyline  Boulevard 
Cloquet,  MN  55720 
Phone:  (218)  879-1271 
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The  Commission  noted  the  action  of  the  House  of 
Delegates  at  the  1987  annual  meeting  which  concurred  with 
the  New  Mexico  Medical  Society  in  recommending  annual 
pelvic  examinations  and  cervical  smears.  The  AMA  is  cur- 
rently reviewing  its  position  in  this  matter  and  the  Commis- 
sion will  await  this  data  should  further  discussion  be  neces- 
sary. 

The  possible  introduction  of  legislation  requiring 
physicians  to  provide  printed  material  on  all  therapeutic 
options  for  breast  cancer  was  discussed.  The  Commission 
felt  that  it  was  appropriate  for  physicians  to  be  able  to  ac- 
cess the  most  up-to-date  information  on  all  neoplasms,  in- 
cluding breast  cancer,  through  computerized  information 
networks.  An  article  will  be  prepared  by  a Commission 
member  for  publication  in  the  Journal  which  discusses  how 
this  can  be  done. 

Evaluations  of  the  1987  annual  meeting  were  received  and 
reviewed,  noting  changes  in  the  1988  annual  meeting  would 
be  suggested  to  the  Council  based  upon  the  joint  discussion 
of  this  issue  with  the  Commission  on  Internal  Affairs,  Com- 
munications & Liaison  just  prior  to  this  meeting. 

Respectfully  submitted, 
Robert  R.  Raszkowski,  MD,  PhD  Chairman 
Commission  on  Scientific  Medicine 

The  Reference  Committee  reviewed  the  report  of  the  Commis- 
sion on  Scientific  Medicine  and  recommended  acceptance  of 
this  report  as  submitted. 

REPORT  OF  THE  COMMISSION  ON  INTERNAL 
AFFAIRS,  COMMUNICATIONS  AND  LIAISON 

SOUTH  DAKOTA  STATE  MEDICAL  ASSOCIATION 
BY  RICHARD  P.  HOLM,  M.D.,  CHAIRMAN 

The  charge  of  this  Commission  for  this  year  has  primari- 
ly been  fourfold: 

1.  To  evaluate  and  improve  the  public  relations  of  and  for 
the  physicians  of  this  state. 

2.  To  facilitate  the  "Doctor  of  the  Day"  program  for  the  1988 
legislative  session. 

3.  To  overview  the  South  Dakota  Journal  of  Medicine. 

4.  To  coordinate  with  the  Budget  and  Audit  Committee  the 
preparation  of  the  budget  and  financial  reports  of  the 
State  Medical  Association. 

1.  Public  Relations: 

The  Commission  met  on  September  3,  1987,  at  the 
Howard  Johnson  Motor  Lodge,  first  as  a joint  commission 
meeting  with  the  Commission  on  Scientific  Medicine  and 
then  separately.  At  that  meeting  we  emphasized  the  impor- 
tance of  the  physician’s  image  to  the  public  and  ultimately 
improving  the  doctor-patient  relationship.  In  an  effort 
to  do  this,  this  commission  encouraged  the  Scientific 
Medicine  Commission  to  include  in  the  1988  annual  meet- 
ing program  the  topic  of  Communications  and  Public  Rela- 
tions. A search  was  conducted  and  the  following  half  day 
program  was  developed:  Jack  Jackson  of  Ft.  Worth, 

Texas  will  present  a four  hour  program  talking  about  how 
we  can  work  on  the  physician  image,  both  from  the 
physician’s  perspective  and  the  public’s  perception.  The 
program  should  be  positive  and  motivational  for  all  who  at- 
tend. Mr.  Jackson  will  talk  about  where  we  are  today  and 
where  we  want  to  be  with  respect  to  ourselves  and  our 
patients. 

2.  Doctor  of  the  Day: 

The  "Doctor  of  the  Day"  program  continues  to  be  success- 
ful and  well  received  by  the  legislators.  Each  day  a 
physician  volunteers  their  time  to  be  available  at  the 
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Capitol  to  care  for  medical  problems  the  legislators  might 
have.  During  those  hours  physicians  watched  the  latest 
legislative  process  while  providing  the  following  medical 
service:  Saw  21  Representatives,  15  Senators,  8 family  mem- 
bers, 14  pages,  9 interns  and  10  others  for  a total  of  114  medi- 
cal contacts  during  the  1988  session.  In  addition  there  were 
probably  another  50  non-medical  contacts  made  by  legis- 
lators, lobbyists  and  "out-of-town"  friends  who  just  stopped 
by  to  visit.  This  truly  is  a valuable  part  of  our  public  rela- 
tions effort  and  you  are  encouraged  to  participate  in  the 
program. 

3.  South  Dakota  Journal  of  Medicine: 

The  South  Dakota  Journal  of  Medicine  has  been 
published  this  previous  year  presenting  to  our  medical 
population  informative  and  educational  information.  Dr. 
VanDemark  gave  a report  regarding  the  operation  of  the 
Journal  at  the  September  commission  meeting  indicating 
no  difficulties.  It  is  the  direction  of  this  commission  for  the 
next  year  to  increase  its  review  of  this  entity,  considering 
options  to  do  what  we  can  to  facilitate  improved  input  by  the 
clinical  physicians  of  the  state  in  an  effort  to  make  the  jour- 
nal even  better. 

4.  Budget  and  Audit: 

The  Budget  and  Audit  Committee  which  consists  of  the 
Executive  Commission  met  in  January  of  this  year, 
developed  the  budget  which  will  be  presented  to  the  repre- 
sentatives of  the  State  Medical  Association  in  June  of  this 
year. 

5.  Other  issues: 

The  commission  would  report  the  following  physicians 
who  have  been  active  members  of  the  South  Dakota  Medi- 
cal Association  and  who  have  passed  away  within  the  past 
year. 

C.  Rodney  Stoltz,  MD 
Preston  Brogdon,  MD 
Arthur  Spiry,  MD 
Chester  McVay,  MD 

During  our  last  meeting  this  commission  recommended 
to  the  Council  that  the  subject  of  child  health  conferences 
being  promoted  by  public  health  nurses  through  the  State 
Health  Department  be  evaluated.  This  recommendation 
was  taken  to  the  Council  for  their  action. 

The  previous  year  this  commission  had  a booth  at  the  an- 
nual meeting.  This  will  again  be  accomplished  at  the  107th 
annual  meeting. 

Respectfully  submitted, 
Richard  P.  Holm,  MD,  Chairman 
Commission  on  Internal  Affairs, 
Communications  and  Liaison 

The  Reference  Committee  reviewed  the  report  of  the  Commis- 
sion on  Internal  Affairs,  Communications  and  Liaison,  and 
took  note  of  the  Health  Career  Grant  Fund  financial  repoil  and 
the  proposed  budget  for  1988-89.  The  Reference  Committee 
recommends  acceptance  of  this  report  as  submitted. 


Interest 

82.55 

$ 17934 

17934 

$ 3,101.90 

Exoenses 

5 grants  @ $500 

$2,500.00 

$ 2.500.00 

601.90 

Balance  in  Account  3-1-88 

$ 601.90 

Certificates  of  Deposit 

#1423  1 year  2-27-89  6.25% 

$10,011.53 

# 553  6 mos.  7-4-88  635% 

20,82424 

#1266  2 1/2  year  6-9-88 

6.5% 

7.172.14 

$38,007.91 

Interest  Earned  on  CD’s 

#553 

$1,115.98 

#1423 

530.70 

#1266 

437.74 

$2,084.42 

Assets  3-1-88 

Certificates  of  Deposit 

$38,007.91 

Savings  Account 

601.90 

Outstanding  Loans 

2.095.58 

$41,095.58 

1988-1989  BUDGET 

SOUTH  DAKOTA  STATE  MEDICAL  ASSOCIATION 
GENERAL  FUND 


ITEM  BUDGETED  PROPOSED 

87-88  88-89 

INCOME 

State  Dues  $244,125.00  $250,000.00 

Annual  Meeting  30,000.00  30,000.00 

Refunds  & Misc.  8,000.00  8,000.00 

Car  Reimbursement  500.00  500.00 

Continuing  Medical  Education  1,000.00  1,000.00 

Salary  Reimbursement  25,000.00  25,000.00 


HEALTH  CAREER  GRANT  FUND 
FINANCIAL  REPORT 


Balance  in  Account  3-1-87  $ 2,922.56 

Income 

Principal  $ 96.79 


Other  Programs 


7th  District  Salary  Reimbursement  1,350.00 


Equipment  Replacement  Fund  2,800.00 

Medical  Student  Dues  1,000.00 

Interest  35,000.00 

Other  (Alumni)  7.000.00 


$355,775.00 


1,350.00 

6,000.00 

1,000.00 

45,000.00 

8.000.00 

$375,850.00 
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EXPENSES 


Salaries 

$155,000.00 

$170,000.00 

Social  Security 

8,500.00 

9,100.00 

Legal  & Audit 

10,000.00 

10,000.00 

Telephone 

4,500.00 

5,000.00 

Office  Supplies 

12,000.00 

10,000.00 

Dues  & Subscriptions 

uoo.oo 

1,300.00 

Physicians’  Travel 

15,500.00 

16,500.00 

Annual  Meeting 

30,000.00 

30,000.00 

Public  Relations 

10,500.00 

11,500.00 

Journal  Subsidy 

10,000.00 

8,000.00 

Postage 

7,500.00 

8,000.00 

Miscellaneous 

100.00 

100.00 

Legislation 

7,500.00 

10,000.00 

Staff  Travel 

13,000.00 

13,000.00 

Insurance 

3,000.00 

3,500.00 

Retirement/Fringe 

38,000.00 

39,000.00 

Car  Operation  & Maintenance 

3,000.00 

2,500.00 

Auxiliary  Newsletter 

1,600.00 

1,750.00 

Employment  Tax 

850.00 

850.00 

Continuing  Medical  Education 

750.00 

750.00 

Income  Tax 

500.00 

500.00 

Medical  Student  Fund 

1.000.00 

1.500.00 

$334,100.00 

$352,850.00 

Reserve 

21.675.00 

23.000.00 

$355,775.00 

$375,850.00 

1988-1989  BUDGET 

SOUTH  DAKOTA  JOURNAL  OF  MEDICINE 
INCOME 


ITEM 

BUDGETED 

PROPOSED 

87-88 

88-89 

Advertising 

$22,000.00 

$28,000.00 

Subscription 

1,000.00 

1,000.00 

Refunds 

720.00 

720.00 

Journal  Subsidy 

10,000.00 

8,000.00 

Miscellaneous 

4.500.00 

4.500.00 

$38,220.00 

$42,220.00 

EXPENSES 

Salaries 

$ 2,200.00 

$ 2,200.00 

Legal  & Audit 

100.00 

100.00 

Social  Security 

75.00 

75.00 

Telephone 

100.00 

100.00 

Postage 

2,250.00 

3,000.00 

Office  Supplies  & Printing 

33,395.00 

36,645.00 

Travel 

100.00 

100.00 

$38,220.00 

$42,220.00 

1988-1989  BUDGET 
BUILDING  FUND 
INCOME 


BUDGETED 

PROPOSED 

ITEM 

87-88 

88-89 

DakotaCare  Rent 

$44,844.00 

$54,000.00 

Foundation  Rent 

35,280.00 

37,044.00 

Board  of  Exam.  Rent 

8,400.00 

9,600.00 

Interest  Income 

7.500.00 

5.000.00 

$96,024.00 

$105,644.00 

EXPENSES 

Salaries 

$20,950.00 

$21,995.00 

Legal  & Audit 

2,250.00 

2,250.00 

Social  Security  & Taxes 

9,000.00 

12,000.00 

Utilities 

12,000.00 

12,000.00 

Maintenance  & Supplies 

12,000.00 

14,000.00 

Insurance 

5,000.00 

5,000.00 

Mortgage  Payments 

28.602.90 

38.137.20 

$89,802.90 

$105,382.20 

Reserve 

6.221.10 

261.80 

$96,024.00 

$105,644.00 

General/Family 

Practitioner 

PROGRESSIVE  COMMUNITY  in  Northeast 
South  Dakota  has  a position  open  for  a gen- 
eral practitioner  or  family  practitioner  for 
full  time  solo  practice.  Guaranteed  income 
plus  generous  benefits  including  paid  mal- 
practice. Satellite  clinic  to  multihospital  sys- 
tem. No  night  or  weekend  call.  Send  CV  to: 

Mr.  Kim  Erb,  Administrative  Director 
Clinical  Services 
1400- 15th  Avenue,  NW 
Aberdeen,  SD  57401 
Phone:  (605)  622-3489 
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BECOME  A "SPONSORING"  MEMBER 

OF  THE 

SOUTH  DAKOTA  MEDICAL  SCHOOL 
ENDOWMENT  ASSOCIATION 

You  can  be  a "Sponsor"  by  contributing  $100  or 
MORE  in  a calendar  year  to  the  Endowment 

Association. 

Your  contributions  may  be  tax  deductible  and 
the  money  is  very  much  needed  to  make  low 
interest  (6%)  loans  to  the  medical  students  who 
are  attending  the  University  of  South  Dakota 
School  of  Medicine. 

In  the  last  four  years  the  Endowment 
Association  has  increased  the  number  of  loans 
granted  annually  from  14  to  72  and  the  total 
amount  loaned  annually  from  $21,000  to 
$35,000.  The  Board  has  allocated  $45,000  for 
loans  this  year.  This  represents  nearly  a 30% 
increase  which  means  we  must  increase  our 
contributions. 


WON'T  YOU  PLEASE  HELP? 

Send  your  contributions  to: 

South  Dakota  Medical  School  Endowment  Association 
1323  S.  Minnesota  Ave. 

Sioux  Falls,  SD  57105 
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REPORT  OF  THE  COMMISSION  ON 
PROFESSIONAL  LIABILITY 

The  Commission  on  Professional  Liability  met  on  Oc- 
tober 29, 1987.  Agenda  items  included  discussion  of  an  up- 
coming meeting  with  St.  Paul  Fire  & Marine  to  provoke  a 
better  climate  with  the  company  in  South  Dakota,  hoping  to 
have  them  write  new  physician  policies  and  to  consider  the 
rates,  and  to  gain  information  about  South  Dakota  figures 
and  percentages  and  how  they  relate  with  other  states.  This 
meeting  with  St.  Paul  Fire  & Marine  was  held  in  the  Twin 
Cities  on  November  13,  1987.  The  St.  Paul  Fire  & Marine 
Company  stated  they  would  be  writing  new  hospital  policies 
in  January  and  they  were  encouraged  to  write  new  physician 
policies.  They  will  consider  this  in  the  very  near  future.  It 
was  noted  that  South  Dakota  rates  are  40%  less  than  the 
average  and  the  rates  will  not  increase  for  the  first  six 
months  of  1988.  St.  Paul’s  policy  of  requiring  physicians  to 
have  a minimum  malpractice  coverage  to  obtain  privileges 
in  hospitals  was  reviewed.  The  company  indicated  that  tort 
reform  has  had  no  significant  impact  on  malpractice  rates 
as  of  this  time.  While  St.  Paul  Fire  & Marine  stated  that 
South  Dakota  has  a more  favorable  malpractice  climate 
than  most  of  the  other  neighboring  states,  the  number  of 
policies  and  the  total  business  done  on  the  state  level  rep- 
resents a very  small  fraction  of  their  total  business  and  cer- 
tainly not  enough  to  shape  any  major  policies. 

In  addition  to  the  meeting  with  St.  Paul  Fire  & Marine, 
other  agenda  items  at  the  October  meeting  included  the 
State  Medical  Association’s  relationship  with  the  State 
Division  of  Insurance.  The  commission  feels  that  the  execu- 
tive office  should  urge  the  insurance  commissioner  to  be 
more  thorough  in  analyzing  professional  liability  insurance 
company’s  rate  increase  requests  and  that  the  Medical  As- 
sociation be  annually  appraised  of  all  rate  increase  requests 
filed  by  companies  writing  professional  liability  insurance. 

At  the  commission  meeting  other  alternatives  for  deal- 
ing with  the  malpractice  insurance  crises  were  considered. 
Dr.  Frank  Alvine  offered  a basic  concept  regarding  an  ad- 
verse outcome  policy  which  would  automatically  pay 
predetermined  awards  similar  to  workman’s  compensation. 
It  was  felt  that  further  background  on  this  topic  should  be 
sought  and  communication  was  carried  out  with  the  AMA. 
The  AMA  has  recently  sent  out  a report  and  study  dealing 
with  adverse  outcome  insurance  and  we  are  presently  in  the 
process  of  reviewing  this.  As  chairman  of  the  commission, 
I met  with  a representative  of  Dakota  Consultants  regard- 
ing a concept  for  developing  a local  Physicians  Mutual  In- 
surance Company  affiliated  with  the  South  Dakota  State 
Medical  Association.  This  was  discussed  at  the  commission 
meeting  and  based  upon  previous  studies  and  information 
available  to  the  commission  it  was  felt  that  the  South 
Dakota  physician  supply  was  not  adequate  to  initiate  this 
concept  alone.  This  is  another  area  that  will  continue  to  be 
monitored  and  discussed  in  the  future  should  further  crisis 
arise  and  based  upon  our  ongoing  relationship  or  lack  of 
relationship  with  St.  Paul  Fire  & Marine. 

Tort  reform  passed  by  the  State  Legislature  as  endorsed 
by  this  commission  and  the  State  Medical  Association  was 
discussed.  The  tort  reform  already  is  in  jeopardy  of  being 
challenged  or  changed  and  third  party  payors  raised  the 
question  of  its  value  in  lowering  the  malpractice  costs  or 
outlay. 

The  commission  at  the  current  time  is  in  a mode  of 
scrutinizing  current  legislation,  malpractice  carriers  stance 
and  new  horizon  alternatives.  We  do  not  feel  that  a defini- 


tive alternate  plan  or  further  tort  reform  is  efficacious  at 
this  time. 

Respectfully  submitted, 
Jerry  L.  Walton,  MD,  Chairman 
Commission  on  Professional  Liability 

The  Reference  Committee  reviewed  the  report  of  the  Commis- 
sion on  Professional  Liability  and  recommended  acceptance 
of  this  report  as  submitted. 

REPORT  OF  THE  COMMITTEE  FOR  CONTINUING 
MEDICAL  EDUCATION 

A meeting  of  the  CME  Committee  was  set  for  October  7, 
1987,  to  coincide  with  the  SDSMA  CME  reaccreditation  sur- 
vey. Because  there  was  not  a quorum  present  the  commit- 
tee did  not  conduct  any  business,  however,  the  survey  did 
take  place.  Those  present  at  the  meeting  were  Robert 
Raszkowski,  MD,  CME  Committee  Chairman;  Joseph 
Sentkeresty,  MD,  Grand  Rapids,  Michigan;  David  Hagger- 
ty, Denver,  Colorado;  Susan  Jahraus  and  Lorin  Pankratz. 

The  main  purpose  of  the  meeting  was  for  the  SDSMA  to 
be  reaccredited  as  a CME  accrediting  body.  The  survey 
went  well  and  SDSMA  has  been  accredited  for  another  four 
years.  One  problem  that  did  come  out  of  the  survey  was  that 
SDSMA  had  been  accrediting  its  own  annual  meeting.  It 
was  determined  that  this  is  not  appropriate  and  therefore 
the  1988  annual  meeting  has  been  accredited  by  the  USD 
School  of  Medicine. 

In  1987,  the  CME  Committee  resurveyed  McKennan 
Hospital  and  approved  them  as  a CME  sponsor  for  four 
years.  In  January,  1988,  Rapid  City  Regional  Hospital  was 
surveyed  and  that  accreditation  is  pending  dissemination 
of  the  survey  report.  Sioux  Valley  Hospital  has  filed  an  ap- 
plication for  accreditation  as  a CME  sponsor  and  that  sur- 
vey will  be  accomplished  in  the  near  future.  St.  Joseph’s 
Hospital  in  Mitchell,  South  Dakota  has  requested  an  ap- 
plication and  the  application  was  provided.  However,  there 
has  been  no  further  communication. 

The  maturation  of  the  CME  accreditation  process  and 
the  resultant  need  for  greater  input  from  involved  members 
will  necessitate  a reappraisal  of  the  current  CME  Commit- 
tee structure.  Members  interested  in  being  appointed  to 
the  committee  should  contact  the  committee  chairman  or 
the  SDSMA  office. 

Respectfully  submitted, 
Robert  R.  Raszkowski,  MD,  PhD,  Chairman 
Committee  for  Continuing  Medical  Education 

The  Reference  Committee  reviewed  the  report  of  the  Commit- 
tee for  Continuing  Medical  Education,  commended  the  mem- 
bers for  their  efforts  on  behalf  of  the  membership  attd  recom- 
mended acceptance  of  this  report  as  submitted. 

REPORT  OF  THE  GRIEVANCE  COMMISSION 

The  Grievance  Commission  has  met  several  times  during 
the  past  year  to  deal  with  complaints  concerning  patient 
care.  The  Grievance  Commission  attempts  to  mediate  dis- 
putes between  physicians  or  between  patients  and 
physicians  involving  problems  which  have  arisen  in  these 
relationships.  The  complexities  of  the  matters  appearing 
before  the  Grievance  Commission  have  increased  tremen- 
dously in  my  five-year  term  on  this  commission. 

I,  personally,  would  like  to  thank  the  members  of  the 
Grievance  Commission  for  being  so  generous  with  their 
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time  and  talent  in  attempting  to  resolve  the  problems  which 
have  come  before  us.  The  members  of  the  South  Dakota 
Medical  Association  have  greatly  benefited  from  their  ex- 
perience and  good  judgment. 

Respectfully  submitted, 
Durward  M.  Lang,  MD,  Chairman 
Grievance  Commission 
Joseph  N.  Hamm,  MD 
Howard  L.  Saylor,  Jr,  MD 
Richard  G.  Gere,  MD 
William  O.  Rossing,  MD 

The  Reference  Committee  reviewed  the  report  of  the  Grievance 
Commission,  commended  the  members  for  their  efforts  on  be- 
half of  the  membership  and  recommended  acceptance  of  this 
report  as  submitted. 

REPORT  OF  THE  SOUTH  DAKOTA  POLITICAL 
ACTION  COMMITTEE 

At  the  annual  meeting  in  June,  1987,  the  SoDaPAC  Board 
of  Directors  elected  new  officers  as  follows:  Chairman  - Les 
Kinstad:  Chairman  Elect  - R.  I.  Porter,  MD;  Vice  Chairman 
- Marie  Hovland;  Secretary  - Michael  Pekas,  MD;  and 
Treasurer  - Robert  Johnson.  A special  thank  you  goes  to 
Marlys  Porter,  SoDaPAC’s  immediate  past  chairman. 
During  her  two  years  as  the  first  woman  SoDaPAC  chair- 
man she  represented  physicians  and  auxilians  in  an  ex- 
emplary fashion.  You  can  all  be  proud  of  her  contributions. 

The  1987  year-end  financial  report  showed  slightly  more 
than  $12,000  in  the  checking  account  and  almost  $3,000  in 
the  educational  account.  All  of  the  individual  contributions 
are  appreciated  and  necessary.  The  Board  would  like  to 
thank  each  of  you  for  your  support  and  ask  you  to  ask  your 
associates  to  contribute  as  well.  The  Board  would  also  like 
to  thank  each  District  Medical  Society  and  Specialty  Society 
for  their  contributions  to  the  Educational  Fund.  These 
funds  are  important  to  help  pay  SoDaPAC’s  expenses. 

1988  is  an  election  year  and  all  105  state  legislative  seats 
will  be  up  for  election.  With  the  elections  in  mind  the 
SoDaPAC  Board  has  made  membership  recruitment  a high 
priority.  It  becomes  ever  increasingly  important  that 
medicine  support  those  legislators  who  support  medicine. 
It  is  important  that  SoDaPAC  and  individual  physicians 
provide  assistance,  financial  and  otherwise,  to  legislative 
friends  seeking  re-election  and  offering  early  assistance  to 
those  "first  time"  hopefuls  who  would  favorably  consider 
medicine’s  position. 

SoDaPAC  is  pleased  to  report  that  William  Taylor,  MD, 
Aberdeen,  long  time  SoDaPAC  Board  member,  contributor 
and  past  chairman,  was  appointed  to  the  South  Dakota 
Senate  by  Governor  George  Mickelson.  Senator  Taylor 
served  on  committees  of  Health  and  Welfare,  State  Affairs 
and  Transportation.  Congratulations  and  thank  you  for  a 
job  well  done. 

Another  SoDaPAC  Board  member  is  also  taking  time  to 
help  medicine  through  the  political  process.  Richard  Belat- 
ti,  MD,  Sioux  Falls,  will  be  running  for  the  Senate  in  Dis- 
trict 13.  Senator  Gary  Hanson  of  Sioux  Falls  has  decided 
not  to  seek  re-election.  The  Board  extends  its  best  wishes 
and  support  to  Dr.  Taylor  and  Dr.  Belatii  and  encourages 
them  in  their  efforts. 

SoDaPAC  invites  all  interested  physicians  and  auxilians 
to  consider  serving  on  the  Board  of  Directors.  This  is  an  ex- 


citing, challenging  and  most  worthwhile  endeavor.  There 
are  current  vacancies  for  both  physicians  and  auxiliary 
members  in  Districts  1, 2, 5, 6,  7, 9 and  12.  Please  offer  your 
experience  and  talents  in  supporting  our  political  process. 

Respectfully  submitted, 
Les  Kinstad,  Chairman 
SoDaPAC  Board  of  Directors 

The  Reference  Committee  reviewed  the  report  of  the  South 
Dakota  Political  Action  Committee,  commended  the  members 
for  their  efforts  on  behalf  of  the  membership  and  recommended 
acceptance  of  the  report  as  submitted. 

REPORT  OF  THE  BOARD  OF  DIRECTORS 
OF  THE  SOUTH  DAKOTA  MEDICAL  SCHOOL 
ENDOWMENT  ASSOCIATION 
The  annual  meeting  of  the  Board  of  Directors  of  the 
South  Dakota  Medical  School  Endowment  Association  con- 
vened at  11:45  am  on  Thursday,  June  4, 1987,  at  the  Howard 
Johnson  Motor  Lodge  in  Sioux  Falls,  South  Dakota.  The 
meeting  was  called  to  order  by  Joseph  N.  Hamm,  MD,  Presi- 
dent. Present  for  the  roll  call  were  Robert  Giebink,  MD; 
Warren  Jones,  MD;  Bruce  Lushbough,  MD;  T.  H.  Sattler, 
MD;  and  Joseph  N.  Hamm,  MD.  Guests  in  attendance  were 
Loren  Amundson,  MD,  and  Raymond  J.  Lynn,  PhD.  On  mo- 
tion duly  made  and  seconded,  reading  of  the  minutes  was 
dispensed,  accepting  them  as  published  and  distributed 
prior  to  the  meeting. 

Officers  elected  for  the  year  1987-1988,  were  Joseph  N. 
Hamm,  MD,  President;  Robert  Giebink,  MD,  Vice  Presi- 
dent; Warren  Jones,  MD,  Secretary. 


The  Dodson  Dividend  Plan 


Members  of  SDSMA 
received  a dividend  of 
31.79%  in  1987. 

At  Dodson,  we  want  you  to  earn 
the  highest  return  of  premium 
possible  each  year  on  your  workers' 
compensation  insurance. 

Let  our  Plan  work  for  you,  too! 

1-800-825-3760 

Ext.  2990 


underwritten.  Casualty  Reciprocal  Exchange 
member  Dodson  Group 


9201  State  Line  Rd.  • Kansas  City,  MO  64114 
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Dr.  Amundson  presented  a report  on  behalf  of  the  Alum- 
ni Association  noting  that  finances  of  the  Alumni  Associa- 
tion continued  to  improve  and  that  their  Board  felt  that  a 
$250,000  goal  was  reachable. 

Dr.  Raymond  J.  Lynn  discussed  plans  to  establish 
presidential  scholarships  which  would  cover  tuition  at  the 
University  of  South  Dakota  School  of  Medicine  for  the  stu- 
dents who  receive  these  awards. 

The  Board  decided  to  concentrate  on  providing  low  inter- 
est loans  to  the  medical  students  at  the  University  of  South 
Dakota  and  to  discontinue  a fund  for  research.  The  monies 
remaining  in  the  fund  were  sent  to  Dr.  J.  Michael  McMillin 
for  research  at  the  School  of  Medicine.  This  closed  the  ac- 
count. The  Board  accepted  the  financial  report  for  the  year 
ending  1986,  and  the  interim  report  from  January,  1987  to 
April,  1987.  The  Board  elected  to  increase  the  amount  avail- 
able to  students  for  loans  during  the  academic  year  1987- 
1988  to  $45,000.  Investment  policies  and  management  of 
delinquent  loans  were  reviewed. 

There  being  no  further  business,  the  meeting  adjourned 
at  1:30  pm. 

Respectfully  submitted, 
Joseph  N.  Hamm,  MD,  President 
Board  of  Directors,  South  Dakota 
Medical  School  Endowment  Association 

The  Reference  Committee  reviewed  the  report  of  the  Board  of 
Directors,  South  Dakota  Medical  School  Endowment  Associa- 
tion, commended  its  members  for  their  efforts  on  behalf  of  the 
membership  and  recommended  acceptance  of  this  report  as 
submitted. 

REPORT  OF  THE  PHYSICIANS’  AID  COMMITTEE 

The  Physicians’  Aid  Committee  met  at  the  time  of  the 
1987  annual  meeting  and  plans  to  meet  again  during  the  1988 
session.  Throughout  the  year  referrals  are  handled  by  the 
chairman  and  other  individual  members. 

Due  to  illness,  Dr.  David  Yecha  resigned  as  chairman. 
We  wish  him  a speedy  and  complete  recovery  and  look  for- 
ward to  his  continued  service  as  a committee  member. 

The  committee  continues  to  offer  its  assistance  in  any 
way  possible  to  the  impaired  physician,  family  or  friends. 
Referrals  may  be  directed  to  the  executive  office  or  directly 
to  me. 

Respectfully  submitted, 
Neil  Elkjer,  MD,  Chairman 
Physicians’  Aid  Committee 

The  Reference  Committee  reviewed  the  report  of  the  Physicians  ’ 
Aid  Committee,  commended  its  members  for  their  efforts  on 
behalf  of  the  membership  and  recommended  acceptcmce  of  this 
report  as  submitted. 

REPORT  OF  THE  MEDICAL-LEGAL  COMMITTEE 

The  Medical-Legal  Committee  met  officially  as  a com- 
mittee twice  in  1987,  and  a subcommittee  met  on  several  oc- 
casions to  formulate  a program  for  the  lawyers  and  doctors 
affiliated  with  the  Seventh  District  Medical  Society  area. 
The  committee  had  initiated  an  effort  about  two  years  ago 
to  make  attempts  to  improve  communications  between  the 
two  professional  areas  and  to  initiate  some  effort  to  resolve 
problems  in  common  to  the  two  professions.  The  first  at- 
tempt was  completed  approximately  a year  and  a half  ago 
in  Aberdeen  which  was  met  with  some  success,  and  the 
second  program  which  was  carried  out  in  the  first  part  of 
September,  1987,  was  the  second  attempt  to  further  this  en- 
deavor. 


The  program  at  the  Seventh  District  level  was  in  the  form 
of  a panel  composed  of  two  physicians  and  two  lawyers.  The 
content  of  the  program  was  based  upon  a survey  that  was 
sent  to  the  physicians  in  the  Seventh  District  and  to  the 
lawyers  in  the  same  area  of  the  state.  Some  of  the  controver- 
sial questions  were  dealt  with  in  a closed  panel  type  of 
program  and  the  effort  was  deemed  successful  based  on 
comments  following  the  program  and  evaluation  sheets 
handed  in.  The  Medical-Legal  Committee  has  decided  to 
further  these  efforts  by  appointing  a permanent  subcom- 
mittee to  deal  with  further  program  issues.  It  should  be 
noted  that  the  Medical-Legal  Committee  has  established  a 
mechanism  for  either  profession  to  file  complaints  against 
a member  of  the  other  profession.  This  mechanism  for  com- 
plaint filing  has  been  utilized  in  about  three  instances. 

Other  issues  dealt  with  by  the  Medical-Legal  Committee 
over  the  year,  characterized  by  moderate  discussion,  has 
been  living  will  legislation,  unfounded  and  not  well 
evaluated  malpractice  cases  initiated  by  attorneys,  and  un- 
cooperative efforts  by  physicians  to  serve  as  expert  wit- 
nesses. Ail  of  the  members  of  this  committee  feel  that  much 
has  been  gained  through  communication  and  sharing  of 
concerns  on  the  part  of  both  professions  and  feel  that  this 
committee  should  continue  to  function  actively  on  behalf  of 
both  professions  in  the  state. 

Respectfully  submitted, 
Jerry  L.  Walton,  MD,  Past  Chairman 
Medical-Legal  Committee 

The  Reference  Committee  reviewed  the  report  of  the  Medical- 
Legal  Committee,  commended  its  members  for  their  efforts  on 
behalf  of  the  membership  and  recommended  acceptance  of  the 
report  as  submitted. 


GP/FP  Physician  Wanted 

Solo  practice  available  immediately. 
Modern  clinic  next  door  to  21  bed  hos- 
pital. First  year  guarantee  negotiable; 
malpractice  insurance  paid;  free  use  of 
clinic  for  one  year.  Ipswich  is  an  agri- 
culture community  with  a population  of 
about  1,000,  located  25  miles  west  of 
Aberdeen.  Lots  of  outdoor  sports. 

Contact:  Ken  Trammell,  Administrator 
Ipswich  Community  Hospital 
P.O.  Box  326 

Ipswich,  South  Dakota  57451 
Phone:  (605)426-6011 
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STRETCHING  THE 
HEALTH  CARE  DOLLAR 

Health  care  coverage  is  meant  to  be  used,  but  not 
abused.  When  some  people  use  their  coverage  un- 
wisely or  unnecessarily,  it  costs  all  of  us  plenty  in 
terms  of  higher  health  care  costs. 

It’s  a concern  of  South  Dakota  physicians  as  well 
as  Blue  Shield.  By  urging  South  Dakotans  to  use 
their  health  care  services  prudently,  we  can  help 
control  health  care  utilization. 

Working  together,  we  can  stem  the  rising  costs 
and  get  the  most  for  our  health  care  dollars. 


SOUTH  DAKOTA  BLUE  SHIELD 

1601  W.  Madison 
Sioux  Falls,  South  Dakota 

* Registered  Trademark  of  the  Blue  Cross  and  Blue  Shield  Association 
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REPORT  OF  THE  ARCHIVES  & 

HISTORY  COMMISSION 

There  have  been  no  meetings  of  the  Archives  and  History 
Commission  during  the  past  year.  The  executive  office  con- 
tinues to  collect  historical  material  and  maintains  the  ar- 
chive records  at  the  Center  for  Western  Studies  at  Augus- 
tana  College. 

Respectfully  submitted, 
David  Buchanan,  MD,  Chairman 
Archives  & History  Commission 

The  Reference  Committee  reviewed  the  report  of  the  Archives 
and  History  Commission,  commended  its  members  for  their 
efforts  on  behalf  of  the  membership  and  recommended 
accepta/ice  of  the  report  as  submitted. 

REPORT  OF  THE  LIAISON  COMMITTEE 

The  Liaison  Committee  did  not  meet  during  this  past 
year.  At  the  last  meeting  it  was  determined  the  Committee 
and  Department  of  Health  would  work  together  on  revising 
the  County  Health  officer  statutes,  however,  that  matter  has 
not  been  pursued  by  the  Health  Department.  There  con- 
tinues to  be  discussion  concerning  child  health  conferences 
and  developmental  screening.  This  will  be  part  of  the  agen- 
da for  an  upcoming  meeting. 

During  the  past  year  there  have  been  continued  discus- 
sions and  various  meetings  on  a variety  of  issues  with  both 
the  Health  Department  and  the  Department  of  Social  Ser- 
vices. The  level  and  method  of  communications  between  or- 
ganized medicine  and  elements  of  state  government  has  im- 
proved and  this  allows  for  a better  understanding  of  issues 
between  the  public  and  private  sectors.  The  Liaison  Com- 
mittee will  work  to  maintain  sound  working  relationships. 

Respectfully  submitted, 
Richard  Belatti,  MD,  Chairman 
Liaison  Committee 

The  Reference  Committee  reviewed  the  report  of  the  Liaison 
Committee,  commended  its  members  for  their  efforts  on  behalf 
of  the  membership  and  recommended  acceptance  of  the  report 
as  submitted. 

REPORT  OF  THE  AIDS  TASK  FORCE 

The  AIDS  Task  Force  was  formed  and  appointed  by  Dr. 
Robert  Ferrell,  president  of  the  South  Dakota  State  Medi- 
cal Association  in  1987.  The  members  of  the  Task  Force 
study  issues  and  materials,  discuss  them,  and  make  recom- 
mendations to  the  Council  of  the  South  Dakota  State  Medi- 
cal Association.  The  Council  then  either  accepts  or  rejects 
the  recommendations  made  by  the  AIDS  Task  Force. 

During  the  past  year,  the  members  of  the  Task  Force 
have  dealt  with  a tremendous  amount  of  new  material  relat- 
ing to  AIDS  and  have  also  dealt  with  some  extraordinarily 
complex  issues.  We  met  with  Katherine  Kinsman,  the 
Secretary  of  the  Department  of  Health  in  South  Dakota,  and 
helped  to  reformulate  the  section  of  the  law  relating  to  the 
Health  Department.  At  this  writing,  this  proposal  has  not 
yet  become  law.  It  probably  will  be  submitted  in  the 
January,  1989,  session  for  reconsideration. 

The  Task  Force  also  made  recommendations  to  the  Coun- 
cil regarding  policy  for  AIDS  testing.  This  was  accepted  by 
the  Council  and  is  now  part  of  our  policy. 

Dr.  Wendell  Hoffman  kindly  authored  an  article  which 
appeared  in  The  South  Dakota  Journal  of  Medicine  which 
was  designed  to  bring  us  abreast  of  the  latest  information 
on  AIDS  and  the  Human  Immunodeficiency  Virus  (HIV). 


At  the  annual  meeting,  a portion  of  the  scientific  meet- 
ing will  be  devoted  to  HIV  and  AIDS.  This  part  of  the 
program  was  arranged  in  conjunction  with  Dr.  Robert 
Raszkowski,  Chairman  of  the  Commission  on  Scientific  Af- 
fairs. 

I would  like  to  thank  each  member  of  the  AIDS  Task 
Force  for  his  generous  contribution  of  time  and  effort.  The 
entire  Medical  Association  is  the  beneficiary  of  the  good 
judgment  and  the  hard  work  of  these  gentlemen.  They  have 
my  sincere  thanks. 

Respectfully  submitted, 
Durward  M.  Lang,  MD,  Chairman 
AIDS  Task  Force 
Jerome  W.  Freeman,  MD 
Thomas  J.  Huber,  MD 
Michael  R.  McVay,  MD 
H.  Bruce  Vogt,  MD 
Wendell  W.  Hoffman,  MD 
Donald  W.  Humphreys,  MD 
William  J.  Howard,  MD 
Bruce  Lushbough,  MD 

The  Reference  Committee  reviewed  the  report  of  the  AIDS  Task 
Force,  commended  its  members  for  their  efforts  on  behalf  of 
the  membership  and  recommended  acceptance  of  the  report  as 
submitted. 


ANNUAL  MEETING  MINUTES 
SOUTH  DAKOTA  FOUNDATION  FOR  MEDICAL  CARE 
June  2,  1988  Howard  Johnson 

9:30  am  Rapid  City,  South  Dakota 

The  13th  Annual  Meeting  of  the  South  Dakota  Founda- 
tion for  Medical  Care  was  held  on  Thursday,  June  2,  1988, 
at  9:30  am  at  the  Howard  Johnson’s,  Rapid  City,  South 
Dakota. 

The  meeting  was  called  to  order  by  Vice-Chairman 
Duane  Reaney,  MD.  The  roll  call  was  taken  with  the  follow- 
ing members  being  present:  Drs.  Robert  Ferrell,  Frank 
Messner,  Michael  Pekas,  M.  George  Thompson,  J.  A.  Eck- 
rich,  Jr,  Bruce  Lushbough,  Durward  Lang,  W.  O.  Rossing, 
Jay  Bachmayer,  James  Larson,  Curtis  Wait,  David 
Buchanan,  Jeffrey  Hagen,  Guy  Tam,  Lowell  Hyland,  James 
Reynolds,  Dennis  Johnson,  Richard  Porter,  Jay  Hubner,  Ed 
James,  Thomas  Krafka,  James  Jackson,  Nathaniel  Whit- 
ney, Louis  Hogrefe,  Kenneth  Bartholomew,  James  Hovland, 
Alfred  Shousha,  Roy  Burt,  Marlin  Lamb,  Parry  Nelson, 
Roger  Carter,  Richard  Holm,  David  Halliday,  Stephan 
Schroeder,  Charles  Flohr,  Richard  Gere,  Bruce  Kocourek, 
Bruce  Vogt,  Dan  Kennedy,  Robert  VanDemark,  Jr,  Denny 
Ortmeier,  David  Bean,  Richard  Gunnarson,  Gail  Benson, 
Robert  Talley,  Rodney  Parry,  Donald  Humphreys,  James 
Ryan,  Edward  Clark,  T.  H.  Sattler,  Larry  Meyer,  Willis 
Stanage,  Dale  Gunderson,  James  Engelbrecht,  Dave 
Johnson,  Geoffrey  Slingsby,  A.  Byford  Anderson,  Douglas 
Traub,  John  Barlow,  Carol  Zielike,  Richard  Renka,  Stephen 
Haas,  O.  Myron  Jerde,  James  Collins,  and  Kevin  Bjordahl. 

The  Chairman  declared  a quorum  present  for  the  pur- 
pose of  conducting  business  of  the  corporation. 

The  Chairman  called  for  consideration  of  the  minutes  of 
the  last  annual  meeting.  He  referred  the  membership  to 
the  Foundation  minutes  in  the  printed  manual  furnished  to 
each  member.  Dr.  Thompson  moved  that  the  minutes  be 
accepted  as  published  and  the  reading  thereof  waived.  The 
motion  was  seconded  and  upon  voice  vote  the  same  was  ap- 
proved unanimously. 
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Dr.  Reaney  called  for  the  report  of  the  Nomination  and 
Selection  Committee.  The  Nomination  and  Selection  Com- 
mittee reported  that  the  following  persons  were  elected  to 
serve  three  year  terms  on  the  Board  of  Directors:  Gerald 
Tracy,  MD;  Robert  Shaskey,  MD;  Larry  Meyer,  MD;  Robert 
Suurmeyer,  MD;  John  Malm,  MD;  and  Mr.  Robert  Kroese. 
A motion  was  made  by  Dr.  Pekas  that  the  corporate  body 
accept  this  report  of  the  Nomination  and  Selection  Commit- 
tee. The  motion  was  seconded  and  upon  voice  vote  the  same 
was  approved  unanimously. 

The  corporate  body  considered  an  amendment  to  the 
bylaws  of  the  South  Dakota  Foundation  for  Medical  Care  to 
add  a Medicare  beneficiary  consumer  representative  to 
serve  on  the  Board  of  Directors.  After  discussion,  a motion 
was  made  by  Dr.  Krafka  that  the  corporate  body  approve 
this  amendment  to  the  bylaws  of  the  South  Dakota  Founda- 
tion for  Medical  Care.  The  motion  was  seconded  and  upon 
voice  vote  the  same  was  approved  unanimously. 

Dr.  Reaney  called  for  consideration  of  the  corporation  of 
the  corporate  financial  report.  He  noted  that  the  financial 
report  was  published  in  the  Handbook  which  was  furnished 
to  each  member  of  the  body.  Dr.  Reaney  asked  the  mem- 
bership if  there  were  any  questions,  qualifications,  or  cor- 
rections. There  being  no  comments,  Dr.  Whitney  moved 
that  the  financial  report  be  approved  as  published.  The  mo- 
tion was  seconded  and  upon  voice  vote  the  same  was  ap- 
proved unanimously. 

Dr.  Reaney  referred  the  membership  to  the  written 
report  made  by  the  President,  and  published  in  the  Hand- 
book, and  also  the  written  report  contained  therein  of  the 
Foundation’s  Medical  Director.  He  asked  if  anyone  had  any 
questions  therein.  There  being  none,  he  noted  that  the 
reports  would  be  filed  with  the  records  of  the  Foundation 
accordingly. 

Dr.  Reaney  then  asked  for  any  comments  from  the  floor. 
A question  was  raised  concerning  the  outpatient  procedure 
listing.  Staff  stated  that  this  listing  is  utilized  by  the 
regional  review  coordinators  as  a referring  tool  to  the 
physician  advisors.  This  outpatient  procedure  listing  is  in- 
cluded as  part  of  the  Physician  Advisor  Manual. 

Dr.  Reaney  asked  if  there  were  any  further  matters  that 
any  member  of  the  body  cared  to  present.  There  being  none, 
the  meeting  was  adjourned  at  9:40  am 

ANNUAL  MEETING  MINUTES 

SOUTH  DAKOTA  PHYSICIAN’S  HEALTH  GROUP 
June  2,  1988  Howard  Johnson 

9:40  am  Rapid  City,  South  Dakota 

The  3rd  Annual  Meeting  of  the  South  Dakota  Physician’s 
Health  Group  was  held  on  Thursday,  June  2,  1988,  at  9:40 
am  at  the  Howard  Johnson’s,  Rapid  City,  South  Dakota. 

The  meeting  was  called  to  order  by  Chairman  Richard 
Gere,  MD.  The  roll  call  was  taken  with  the  following  mem- 
bers being  present:  Drs.  Robert  Ferrell,  Frank  Messner, 
Michael  Pekas,  M.  George  Thompson,  J.  A.  Eckrich,  Jr, 
Bruce  Lushbough,  Durward  Lang,  W.  O.  Rossing,  Jay  Bach- 
mayer,  James  Larson,  Curtis  Wait,  David  Buchanan,  Jef- 
frey Hagen,  Guy  Tam,  Lowell  Hyland,  James  Reynolds,  Den- 
nis Johnson,  Richard  Porter,  Jay  Hubner,  Duane  Reaney, 
Ed  James,  Thomas  Krafka,  James  Jackson,  Nathaniel  Whit- 
ney, Louis  Hogrefe,  James  Hovland,  Alfred  Shousha,  Mar- 
lin Lamb,  Parry  Nelson,  Roger  Carter,  Richard  Holm,  David 
Halliday,  Stephen  Stout,  Stephan  Schroeder,  Mark  Belyea, 
Charles  Flohr,  Bruce  Kocourek,  Bruce  Vogt,  Dan  Kennelly, 
Robert  VanDemark,  Jr,  Denny  Ortmeier,  David  Bean, 
Richard  Gunnarson,  Gail  Benson,  Robert  Talley,  Robert 


Raszkowski,  Rodney  Parry,  Donald  Humphreys,  James 
Ryan,  Edward  Clark,  T.  H.  Sattler,  Larry  Meyer,  Willis 
Stanage,  James  Engelbrecht,  Dave  Johnson,  Geoffrey 
Slingsby,  A.  Byford  Anderson,  Douglas  Traub,  John  Barlow, 
Carol  Zielike,  Richard  Renka,  Stephen  Haas,  O.  Myron 
Jerde,  Mary  Carpenter,  James  Collins,  and  Kevin  Bjordahl. 

The  Chairman  declared  a quorum  present  for  the  pur- 
pose of  doing  business  of  the  corporation. 

The  Chairman  called  for  consideration  of  the  minutes  of 
the  last  annual  meeting.  He  referred  the  membership  to 
the  SDPHG  minutes  in  the  printed  manual  furnished  to 
each  member.  Dr.  Pekas  moved  that  the  minutes  be  ac- 
cepted as  published  and  the  reading  thereof  waived.  The 
motion  was  seconded  and  upon  voice  vote  the  same  was  ap- 
proved unanimously. 

Dr.  Gere  highlighted  his  President’s  Page,  as  contained 
in  the  printed  manual  furnished  to  each  member.  The 
South  Dakota  Physician’s  Health  Group  is  implementing 
plans  to  complete  the  for-profit  conversion  of 
DAKOTACARE.  The  new  corporation,  the  South  Dakota 
State  Medical  Holding  Company,  will  institute  a stock  of- 
fering. An  offering  memorandum  was  made  available  to  the 
membership  at  the  conclusion  of  the  corporate  body  meet- 
ing. Staff  will  be  traveling  and  meeting  with  physicians 
throughout  the  state  in  the  next  few  weeks  to  further  explain 
the  for-profit  conversion  and  to  answer  any  questions  con- 
cerning the  offering  memorandum. 

Dr.  Gere  reported  that  only  three  nominating  petitions 
were  filed  and  reported  that  the  following  persons  were 
elected  to  serve  three-year  terms  on  the  Board  of  Directors: 
Richard  Gere,  MD;  Howard  Saylor,  MD;  and  James  Jack- 
son,  MD. 

Dr.  Gere  asked  for  any  comments  or  further  business 
from  the  floor.  There  being  none,  Dr.  Lang  moved  that  the 
meeting  be  adjourned.  The  motion  was  seconded  by  Dr. 
Thompson.  Upon  voice  vote,  the  motion  was  passed  unani- 
mously. 

The  Chairman  declared  the  meeting  adjourned  at  9:55 
am. 

MINUTES  OF 

SOUTH  DAKOTA  MEDICAL  SERVICE,  INC. 

CORPORATE  BODY  MEETING 
June  2, 1988  Howard  Johnson  Motor  Lodge 

Rapid  City,  South  Dakota 

Chairman  Nauman  called  the  meeting  of  the  Corporate 
Body  of  the  South  Dakota  Medical  Service,  Inc.,  to  order  on 
June  2,  1988,  at  the  Howard  Johnson  Motor  Lodge,  Rapid 
City,  South  Dakota. 

Upon  roll  call  vote,  the  following  members  of  the  Cor- 
porate Body  of  the  South  Dakota  Medical  Service,  Inc.,  were 
present:  Doctors  Robert  Ferrell,  Frank  Messner,  Michael 
Pekas,  M.  George  Thompson,  J.  A.  Eckrich,  Bruce 
Lushbough,  Durward  Lang,  W.  O.  Rossing,  Jay  Bachmayer, 
James  Larson,  Curtis  Wait,  David  Buchanan,  Jeffrey 
Hagen,  Guy  Tam,  Lowell  Hyland,  James  Reynolds,  Dennis 
Johnson,  Richard  Porter,  Duane  Reaney,  Ed  James, 
Thomas  Krafka,  James  Jackson,  Nathaniel  Whitney,  Louis 
Hogrefe,  Kenneth  Bartholomew,  James  Hovland,  Alfred 
Shousha,  Roy  Burt,  Marlin  Lamb,  Parry  Nelson,  Roger 
Carter,  Richard  Holm,  David  Halliday,  Stephen  Stout, 
Stephan  Schroeder,  Mark  Belyea,  Charles  Flohr,  Richard 
Gere,  Bruce  Kocourek,  Bruce  Vogt,  Dan  Kennelly,  Robert 
VanDemark,  Jr,  Denny  Ortmeier,  John  Gregg,  David  Bean, 
Richard  Gunnarson,  Gail  Benson,  Robert  Talley,  Robert 
Raszkowski,  Rodney  Parry,  Donald  Humphreys,  James 
Ryan,  Edward  Clark,  T.  H.  Sattler,  Larry  Meyer,  Willis 
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Stanage,  Dale  Gunderson,  Janies  Engelbrecht,  Stephen 
Haas,  Dave  Johnson,  Geoffrey  Slingsby,  A.  Byford 
Anderson,  Douglas  Traub,  John  Barlow,  Carol  Zielike, 
Mary  Carpenter,  Janies  Collins,  and  Kevin  Bjordahl. 

A quorum  being  present,  the  Chairman  declared  the  an- 
nual meeting  of  the  membership  of  the  Corporate  Body  of 
the  South  Dakota  Medical  Service,  Inc.,  to  be  duly  in  ses- 
sion for  the  transaction  of  business. 

Dr.  Lang  moved  that  the  reading  of  the  minutes  of  the 
last  meeting  of  the  corporate  body,  being  the  1987  annual 
meeting,  be  waived,  the  same  having  been  published  pre- 
viously and  mailed  to  each  member.  Such  motion  was 
seconded  by  Dr.  Ortmeier.  Upon  voice  vote  the  same  was 
approved  unanimously. 

Chairman  Nauman  presented  the  Chairman’s  message 
to  the  Corporate  Body.  He  reported  that  South  Dakota  Blue 
Shield’s  present  success  can  be  shown  by  reviewing  its 
record  over  a period  of  the  last  five  years.  In  1982,  Blue 
Shield’s  payout  on  provider  services  was  $13  million  which 
amounted  to  86.5%  of  premium  income.  In  1987,  the  Blue 
Shield  payout  on  provider  claims,  primarily  physicians, 
amounted  to  $31,760,000,  or  a 6-year  increase  of  138%.  In 
that  same  period  of  time,  administrative  expenses  were 
reduced  from  15.1%  to  10.6%,  a 30%  administrative  expense 
reduction. 

He  further  reported  that  at  the  beginning  of  1982,  Blue 
Shield’s  unassigned  surplus  was  $1,344,000,  which  amount 
increased  to  $6,228,000  at  the  end  of  1987,  which  equals  2.16 
months  of  average  monthly  claims  and  administrative  ex- 
penses. The  objective  of  Blue  Shield  is  to  have  a nationally 
recommended  level  of  three  months  of  unassigned  surplus 
of  average  monthly  claims  and  administrative  expenses. 

The  last  South  Dakota  Division  of  Insurance  audit  of 
Blue  Shield,  ending  on  December  31, 1986,  to  determine  ac- 
curacy of  claim  payments  stated,  "All  the  sampled  paid 
claims  were  found  to  be  paid  correctly."  The  state  audit  fur- 
ther showed  that  on  time  of  payment,  according  to  the  claim 
samples,  taken  by  the  state,  73 3%  of  all  claims  received  were 
paid  in  less  than  three  days  and  less  than  1%  of  claims 
received  exceeded  nine  days. 

Blue  Shield  issues  policies  in  conjunction  with  its 
partner,  Blue  Cross  of  Western  Iowa  and  South  Dakota.  In 
1982,  Blue  Shield  received  33.8%  of  the  joint  premium.  In 
1987,  Blue  Shield  recieved  45%  of  the  combined  Blue 
Cross/Blue  Shield  premium.  This  increase  is  due  to  a num- 
ber of  factors,  not  the  least  of  which  was  the  Medigap  policy 
recently  introduced.  The  increased  percent  of  eligible 
Medicare  beneficiaries  insured  by  Blue  Shield,  largely  as  a 
result  of  the  introduction  of  Medigap  Plus,  has  increased 
from  14%  in  1982  to  31%  in  1987. 

The  Chairman  commended  the  physicians  of  the  state  of 
South  Dakota  for  their  restraint  in  increasing  medical  fee 
charges.  Based  upon  a random  sample  of  certain  selected 
procedures,  based  upon  the  frequency  thereof,  the 
physicians  profiles  of  January  1 through  January  31, 1987, 
on  those  procedures,  increased  during  that  year  by  4.7%. 
The  South  Dakota  physicians  deserve  recognition  for  their 
efforts  in  providing  quality  care  at  affordable  prices. 

As  a result  of  the  new  income  tax  laws,  Blue  Shield,  in 
1987,  for  the  first  time  in  its  31-year  history,  had  to  pay  a 
federal  income  tax,  which  for  1987  totalled  $125,000. 

The  Chairman  further  noted  that  the  Blue  Shield  staff 
has  been  commended  for  their  efficiency  by  the  issuance  of 
several  national  Blue  Cross/Blue  Shield  awards  to  the 
South  Dakota  plan. 

He  said  that  the  challenge  of  South  Dakota  Blue  Shield 


in  1988  continues  to  be  just  as  it  has  been  in  each  year  — to 
promote  the  best  possible  service,  benefits  and  administra- 
tive expertise  to  subscribers  in  the  provider  community. 

No  action  being  necessary  on  the  Chairman’s  report, 
none  was  taken. 

President  Ben  Johnson  presented  the  President’s  report 
to  the  Corporate  Body.  His  report  stated  that  Blue  Shield 
paid  475,370  claims  and  total  dollars  of  $31,760,183.  This 
represented  a one  year  increase  of  15.8%.  Ninety  cents  of 
every  premium  dollar  was  paid  in  claims.  Blue  Shield’s 
operating  expenses  were  10.6%  of  income. 

He  also  reported  that  Blue  Shield  showed  a 1987  enroll- 
ment of  6,000  contracts  which  amounts  to  an  8%  contract 
gain.  Blue  Shield  members  now  total  in  excess  of  150,000. 

The  President  further  reported  that  Blue  Shield  was  con- 
tinuing to  market  new  products  to  meet  the  needs  of  South 
Dakota  subscribers  in  order  to  more  completely  satisfy  the 
request  and  needs  of  subscribers  and  providers  in  South 
Dakota. 

No  approval  of  the  report  being  necessary,  no  action  was 
taken  thereon. 

Chairman  Nauman  called  for  consideration  of  the  agen- 
da item  entitled  "Financial  Report".  He  called  upon  Ben 
Johnson  to  give  the  Financial  Report.  Mr.  Johnson  noted 
that  each  of  the  members  was  sent  a copy  of  Blue  Shield’s 
Annual  Statement  for  1987.  He  highlighted  a few  items  con- 
tained therein.  At  the  conclusion  of  the  Financial  Report, 
President  Ben  Johnson  asked  if  there  were  any  corrections 
or  changes.  Dr.  Ortmeier  moved  approval  of  the  Financial 
Report.  The  motion  was  seconded  by  Dr.  Krafka.  Upon 
voice  vote,  the  same  was  approved  unanimously. 

The  Chairman  called  for  consideration  of  the  agenda 
item  entitled  "Report  of  the  Nominating  Committee". 


Medical  Director 

The  University  of  South  Dakota 
Student  Health  Clinic 
Vermillion,  South  Dakota 

Responsibilities  include  providing  patient 
care,  medical  leadership  and  direct  super- 
vision of  medical  personnel  including  nurse 
practitioner  and  physician  assistant.  Uni- 
versity School  of  Medicine  appointment  el- 
igibility. Prefer  Internist,  Pediatrician  or 
Family  Practitioner  with  demonstrated  in- 
terest/training in  adolescent  and  preventa- 
tive medicine.  Salary  is  competitive  with  ex- 
cellent fringe  benefits  including  professional 
liability.  This  is  an  academic  year  appoint- 
ment. 

Send  application  and  resume  with  names, 
addresses  and  telephone  numbers  of  three 
references  to: 

Dr.  William  Donohue,  Vice  President  For  Stu- 
dent Life,  Room  205  Slagle  Flail,  414  East 
Clark,  Vermillion,  S.D.  57069 
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The  Nominating  Committee  consisted  of  Denny 
Ortmeier,  MD,  Chairman;  James  Hovland,  MD;  Marlin 
Lamb,  MD;  R.  C.  Jahraus,  MD;  and  Ed  James,  MD.  The 
Chairman  of  the  Board  requested  that  the  Chairman  of  the 
Nominating  Committee,  Denny  Ortmeier,  MD,  present 
their  recommendation. 

Dr.  Ortmeier  reported  that  the  Committee  recom- 
mended and  nominated  William  McDermott,  a present 
director,  who  is  eligible  for  re-election  to  the  Board  of  Direc- 
tors. The  Committee  also  recommends  and  nominates  the 
following  named  persons  for  election  to  the  Board  of  Direc- 
tors for  three  (3)  year  terms:  David  Buchanan,  MD,  of 
Huron,  South  Dakota;  Lawrence  Finney,  MD,  of  Sioux  Falls, 
South  Dakota;  and  Robert  Neumayr,  MD,  of  Yankton,  South 
Dakota.  Dr.  Bean  seconded  the  nominations. 

Dr.  Lang  moved  that  the  Body  accept  the  report  and  that 
the  secretary  be  instructed  to  cast  a unanimous  ballot  for 
the  nominees.  Such  motion  was  seconded  by  Dr.  Tam. 
Upon  voice  vote  the  same  was  approved  unanimously. 

Ben  Johnson,  the  President,  noted  that  three  of  the  past 
directors,  whose  terms  expired  at  the  time  of  this  meeting, 
were  no  longer  elibible  for  re-election.  Those  persons  were 
Dr.  Dennis  Ortmeier;  Dr.  Judson  Mabee;  and  Dr.  Robert 
VanDemark.  He  asked  that  they  be  recognized  by  the  floor 
in  the  form  of  applause  for  the  years  of  service  to  Blue 
Shield.  The  parties  were  so  recognized. 

He  requested  each  of  the  parties  present  to  come  forward 
so  that  they  may  be  presented  with  a gift  in  recognition  for 
their  years  of  service. 

The  Chairman  asked  if  there  was  any  further  business 
to  come  before  the  Corporate  Body.  None  being  presented 
from  the  floor,  the  Chairman  said  he  would  entertain  a mo- 
tion to  adjourn. 

Dr.  Ferrell  moved  for  adjournment  of  the  meeting.  Such 
motion  was  seconded  by  Dr.  Lushbough.  Upon  voice  vote 
the  same  was  approved  unanimously.  The  meeting  of  the 
Corporate  Body  was  duly  adjourned. 

John  H.  Zimmer 
Secretary 

DISTINGUISHED  SERVICE  AWARD 

Started  in  1951  — T.  F.  Riggs,  MD,  Pierre  (deceased) 

1952  — H.  Russell  Brown,  MD,  Watertown  (deceased) 

1953  — Guy  VanDemark,  MD,  Sioux  Falls  (deceased) 

1954  — J.  C.  Ohlmacher,  MD,  Vermillion  (deceased) 

1955  — R.  G.  Mayer,  MD,  Aberdeen  (deceased) 

1956  — J.  C.  Ohlmacher,  MD,  Vermillion  (deceased) 

1957  — W.  E.  Don  a hoe,  MD,  Sioux  Falls  (deceased) 

1958  — Drs.  J.  C.  Hagin  (deceased),  M.  W.  Pangburn 

(deceased),  and  James  DeGeest,  Miller 
1958  — J.  F.  Brenckle,  MD,  Superior,  WI  (deceased) 

1958  — Mrs.  Agnes  Holdridge,  Madison 

1959  — Walter  L.  Hard,  PhD,  Vermillion 
1959  — Rev.  and  Mrs.  Robert  O.  Bates,  Sturgis 

1959  — R.  M.  Kilgard,  MD,  Watertown  (deceased) 

1960  — L.  J.  Pankow,  MD,  Sioux  Falls  (deceased) 

1961  — Gregg  M.  Evans,  PhD,  Custer 

1962  — Edward  Shaw,  PhD,  Vermillion  (deceased) 

1963  — Arthur  A.  Lam  pert,  MD,  Rapid  City 

1964  — John  C.  Foster,  Phoenix,  AZ 

1965  — A.  P.  Reding,  MD,  Marion 

1966  — Mrs.  C.  Rodney  Stoltz,  Watertown 

1967  — Mrs.  William  Fish,  Watertown 

1968  — G.  J.  Bloemendaal,  MD,  Ipswich 

1969  — F.  W.  Haas,  MD,  Yankton  (deceased) 


1970  — Paul  Bunker,  MD,  Aberdeen  (deceased) 

1971  — E.  T.  Lietzke,  MD,  Beresford  (deceased) 

1972  — C.  B.  McVay,  MD,  Yankton  (deceased) 

1973  — G.  E.  Tracy,  MD,  Watertown 

1974  — J.  A.  Muggly,  MD,  Madison  (deceased) 

1975  — Harvey  Wollman,  Hitchcock 

1976  — R.  H.  Quinn,  MD,  Sioux  Falls 

1977  — E.  H.  Heinrichs,  MD,  Vermillion 

1978  — John  Olson,  Sioux  Falls,  and  Evans  Nord, 

Sioux  Falls 

1979  — Helen  Jane  Hare,  MD,  Rapid  City 

1980  — Warren  Jones,  MD,  Sioux  Falls 

1981  — Saul  Friefeld,  MD,  Brookings 

1982  — G.  Robert  Bartron,  MD,  Watertown 

1983  — Oscar  J.  Mabee,  MD,  Mitchell 

1984  — Karl  Wegner,  MD,  Sioux  Falls 

1985  — William  R.  Taylor,  MD,  Aberdeen 

1986  — R.  E.  VanDemark,  Sr,  MD,  Sioux  Falls 

1987  — Bruce  C.  Lushbough,  MD,  Brookings 

1988  — John  J.  Stransky,  MD,  Watertown 

COMMUNITY  SERVICE  AWARD 

1961  — R.  A.  Buchanan,  MD,  Huron  (deceased) 

1962  — Roland  F.  Hubner,  MD,  Yankton 

1963  — George  W.  Mills,  MD,  Wall  (deceased) 

1964  — John  C.  Hagin,  MD,  Miller  (deceased) 

1965  — Alonzo  P.  Peeke,  MD,  Volga 

1966  — Hugo  C.  Andre,  MD,  Vermillion  (deceased) 

1967  — G.  Robert  Bartron,  MD,  Watertown 

1968  — M.  M.  Morrissey,  MD,  Pierre  (deceased) 

1969  — N.  J.  Sundet,  MD,  Kadoka  (deceased) 

1970  — W.  H.  Saxton,  MD,  Huron  (deceased) 

1971  — R.  E.  VanDemark,  Sr,  MD,  Sioux  Falls 

1972  — R.  H.  Hayes,  MD,  Wall 

1973  — B.  F.  King,  MD,  Aberdeen  (deceased) 

1974  — M.  C.  Tank,  MD,  Brookings 

1975  — Karl  Wegner,  MD,  Sioux  Falls 

1976  — John  T.  Elston,  MD,  Rapid  City 

1977  — W.  F.  Stanage,  MD,  Yankton 

1978  — C.  S.  Roberts,  Jr,  MD,  Brookings 

1979  — C.  J.  McDonald,  MD,  Sioux  Falls  (deceased) 

1980  — E.  A.  Johnson,  MD,  Milbank 

1981  — J.  A.  Muggly,  MD,  Madison  (deceased) 

1982  — Robert  R.  Giebink,  MD,  Sioux  Falls 

1983  — Theodore  H.  Sattler,  MD,  Yankton 

1984  — Paul  Hohm,  MD,  Huron 

1985  — George  Mangulis,  MD,  Philip 

1986  — Richard  Friess,  MD,  Sioux  Falls 

1987  — Melford  B.  Lyso,  MD,  Yankton 

1988  — Brooks  Ranney,  MD,  Yankton 

AESCULAPIUS  AWARD 

1966  — Paul  R.  Leon,  MD 

Walter  Miller,  MD,  Aberdeen 
1968  — H.  Phil  Gross,  MD,  Sioux  Falls 

FIFTY  YEAR  CLUB  MEMBERS 

C.  V.  Auld,  MD,  Plankinton  (deceased) 

G.  J.  Bloemendaal,  MD,  Ipswich 

W.  C.  Brinkman,  MD,  Sisseton  (deceased) 

R.  A.  Buchanan,  MD,  Huron  (deceased) 

John  L.  Calene,  MD,  CA  (deceased) 

Myrtle  Carney,  MD,  TX  (deceased) 

Bernard  S.  Clark,  MD,  Spearfish 
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J.  C.  Clark,  MD,  Sioux  Falls  (deceased) 

F.  L.  Class,  MD,  Huron  (deceased) 

M.  E.  Cogswell,  MD,  Wolsey  (deceased) 

E.  H.  Collins,  MD,  Gettysburg 

J.  Cook,  MD,  Bonesteel  (deceased) 

G.  I.  W.  Cottam,  MD,  Sioux  Falls  (deceased) 
Harold  L.  Crane,  MD,  CT  (deceased) 

S.  A.  Donahoe,  MD,  Sioux  Falls  (deceased) 

W.  E.  Donahoe,  MD,  Sioux  Falls  (deceased) 

J.  A.  Eckrich,  Sr,  MD,  Aberdeen  (deceased) 

V.  W.  Embree,  MD,  Pierre  (deceased) 

W.  D.  Farrell,  MD,  Aberdeen  (deceased) 

R.  B.  Fleeger,  MD,  Lead  (deceased) 

R.  R.  Fisk,  MD,  Flandreau  (deceased) 

R.  W.  Freyberg,  MD,  Mitchell  (deceased) 

E.  E.  Gage,  MD,  Sioux  Falls  (deceased) 

D.  A.  Gregory,  MD,  MT  (deceased) 

E.  H.  Grove,  MD,  Arlington  (deceased) 

J.  C.  Hagin,  MD,  Miller  (deceased) 

Lyle  Hare,  MD,  Spearfish  (deceased) 

John  F.  Hill,  MD,  Yankton  (deceased) 

Emil  Hofer,  MD,  Huron 

J.  A.  Hohf,  MD,  Yankton  (deceased) 

F.  S.  Howe,  MD,  Deadwood  (deceased) 

A.  H.  Hovne,  MD,  Salem  (deceased) 

Roland  Hubner,  MD,  Yankton  (deceased) 

A.  S.  Jackson,  MD,  Rapid  City  (deceased) 

R.  J.  Jackson,  MD,  Hot  Springs  (deceased) 

J.  A.  Jacotel,  MD,  Milbank  (deceased) 

G.  T.  Jordan,  MD,  Vermillion  (deceased) 

F.  F.  Keene,  MD,  Wessington  Springs  (deceased) 
Ray  Lemley,  MD,  Rapid  City  (deceased) 

Bernard  Lenz,  MD,  Huron  (deceased) 

J.  H.  Lloyd,  MD,  Mitchell  (deceased) 

0.  J.  Mabee,  MD,  Mitchell 
Lawrence  L.  Massa,  DO,  Sturgis 

P.  V.  McCarthy,  MD,  Aberdeen  (deceased) 
Murlin  Merryman,  MD,  Rapid  City 

G.  W.  Mills,  MD,  Wall  (deceased) 

B.  C.  Murdy,  MD,  Aberdeen  (deceased) 

T.  F.  O’Toole,  MD,  Rapid  City  (deceased) 

Gordon  S.  Owen,  MD,  Rapid  City 

N.  T.  Owen,  MD,  Rapid  City  (deceased) 

L.  L.  Parke,  MD,  Canton  (deceased) 

C.  C.  Pascale,  DO,  Centerville 
A.  P.  Peeke,  MD,  Volga 

M.  O.  Pemberton,  MD,  Deadwood  (deceased) 

R.  J.  Quinn,  MD,  Sioux  Falls  (deceased) 

F.  J.  Radusch,  MD,  CA  (deceased) 

T.  B.  Ranney,  MD,  Aberdeen  (deceased) 

Arthur  P.  Reding,  MD,  Marion 
T.  F.  Riggs,  MD,  Pierre  (deceased) 

Maurice  Rousseau,  MD,  Watertown 

1.  R.  Salladay,  MD,  Ft.  Meade  (deceased) 

W.  H.  Saxton,  MD,  Huron  (deceased) 

H.  L.  Saylor,  MD,  Huron  (deceased) 

C.  E.  Sherwood,  MD,  Brookings  (deceased) 
Arthur  W.  Spiry,  MD,  Mobridge 
Myron  Tank,  MD,  Brookings 
F.  J.  Tobin,  MD,  Mitchell  (deceased) 

Leonard  W.  Tobin,  MD,  Mitchell 
J.  S.  Tschetter,  MD,  Huron  (deceased) 

Paul  Tschetter,  MD,  Huron 

F.  W.  Valkenaar,  MD,  Chancellor  (deceased) 

G.  E.  VanDemark,  MD,  Sioux  Falls  (deceased) 

H.  P.  Volin,  MD,  Lennox  (deceased) 


C.  H.  Weishaar,  MD,  Aberdeen  (deceased) 

J.  R.  Westaby,  MD,  Madison  (deceased) 

G.  E.  Zimmerman,  MD,  Missoula,  MT  (deceased) 


C.  B.  ALFORD  AWARD 

1974  — Roscoe  Dean,  MD,  Wessington  Springs 

1975  — Gerald  Tracy,  MD,  Watertown 

1976  — Robert  Westaby,  MD,  Hot  Springs 

1977  — Robert  VanDemark,  Sr,  MD,  Sioux  Falls 

1978  — Howard  Saylor,  Jr,  MD,  Huron 

1979  ~ J.  D.  Bailey,  MD,  Rapid  City 

1980  — John  T.  Elston,  MD,  Rapid  City 

1981  — T.  H.  Sattler,  MD,  Yankton 

1982  — Bedford  T.  Otey,  MD,  Flandreau 

1983  — Robert  H.  Quinn,  MD,  Sioux  Falls 

1984  — Granville  Steele,  MD,  Aberdeen 

1985  — Robert  Hayes,  MD,  Wall 

1986  — Leonard  Linde,  MD,  Mobridge 

1987  — Richard  Sample,  MD,  Madison 

1988  — Willis  Stanage,  MD,  Yankton 


INTERNIST  WANTED 

Position  vacancy  for  an  internist  to  join  an  ener- 
getic group  of  physicians  at  Fort  Meade  Veterans 
Administration  Medical  Center.  Candidates 
must  be  fully  trained  in  internal  medicine  with  or 
without  sub-specialty  training  and  be  able  to 
qualify  for  a full  time,  faculty  appointment  with 
the  University  of  South  Dakota  School  of 
Medicine. 

Fort  Meade  is  comprised  of  350  beds  with  depart- 
ments of  Medicine,  Surgery,  Psychiatry,  Inter- 
mediate Medicine,  Ambulatory  Care,  and  a 
modern  Intensive  Care  Unit  complimenting  the 
Medical/Surgical  Units. 

Fort  Meade  is  located  in  the  beautiful  Black  Hills 
approximately  45  minutes  from  Mt.  Rushmore 
National  Memorial.  Climate  is  moderate  and 
recreational  opportunities  include:  In  winter, 
cross  country  and  downhill  skiing,  hunting,  fish- 
ing, snowmobiling,  etc;  and  in  summer,  golfing, 
fishing,  horseback  riding,  water  skiing,  camping, 
and  sight- seeing.  To  make  application  or  obtain 
further  information,  either  write: 

Robert  C.  Goodhope,  MD,  Chief  of  Medicine 
Fort  Meade,  SD  57741  or  call 
(605)  347-2511,  ext.  254  or 
Dr.  William  Ogston,  Chief  of  Staff 
(605)  347-2511,  ext  497 
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Auxiliary  News 


Jacquelyn  Gunnarson,  President,  South  Dakota  State 
Medical  Association  Auxiliary 


Do  You  See  Yourself  As  Others  See 
You? 

In  last  month’s  article,  I listed  the  goals  for  our  1988- 
1989  year  with  the  SDSMA  Auxiliary.  These  five- 
part  challenges  were  focused  on  various  areas  of 
communication. 

In  order  to  better  understand  one  another,  we  first 
need  to  understand  ourself.  I have  a unique  test  for 
determining  one’s  personality,  that  was  given  at  a na- 
tional AMA  Auxiliary  meeting,  and  it  will  be  made 
available  to  anyone  requesting  it. 

As  we  "turn  our  ear  to  wisdom"  by  understanding 
ourself- we  can  then  "apply  our  heart  to  understanding" 
for  our  spouse  and  family.  When  the  presenting 
problem  is  a pimple,  there  is  still  more  underneath  the 
surface  that  needs  care.  We  should  learn  the  best 
course  of  action  to  achieve  the  desired  results. 

It  has  been  stated  that,  nationwide,  the  equivalent  of 
an  entire  medical  school  class  is  lost  each  year  due  to 
physician-suicide.  It  has  also  been  stated  that  ap- 
proximately 20%  of  physicians  have  alcohol  and  chemi- 
cal problems.  If  this  holds  true-then  in  our  state  of 
South  Dakota,  with  approximately  1000  physicians, 
there  may  be  200  who  have  difficulty  in  these  areas.  We 
need  to  reach  out,  not  only  to  these  physicians,  but  to 
their  spouse  and  family.  In  some  cases,  it  is  the  spouse 
and  family  who  have  a type  of  chemical  dependency 
also.  Another  stressful  area  is  the  emotional  trauma  of 
a medical-legal  litigation,  which  can  be  devastating. 


The  physician  cares  for  others— who  helps  the 
physician? 

In  the  AMA  Auxiliary’s  What  Every  Physician’s 
Spouse  Should  Know  booklet  series  entitled,  Medical 
Family  Support,  it  states  "The  level  of  tolerance  among 
physicians  and  their  spouses  for  emotionally  im- 
poverished relationships  is  astounding.  Many  troubled 
medical  families  are  characterized  by  a cumulative 
failure  to  deal  with  emotional  needs.  Its  a chronic  im- 
balance that  is  never  recognized  or  dealt  with  until  a 
crisis  erupts."  Note  the  request  form  on  this  page  for 
various  booklets  in  this  series,  which  are  available 
through  the  AMA  Auxiliary  headquarters. 

During  the  SDSMA  Convention  this  past  June,  I had 
the  privilege  of  meeting  with  the  physician’s  committee 
which  was  originally  the  Impaired  Physicians-then 
Physician’s  Aid-and  now  renamed  Physician’s  Help. 
This  will  be  one  of  the  areas  of  outreach  during  my  year 
as  SDSMAA  president.  We  will  have  a support  system 
with  key  contact  people  in  various  areas  of  the  state. 

When  we  remain  non-concerned,  we  become  like  an 
"enabler"  or  a "co-dependent".  How  many  ways  are  you 
willing  to  help  before  a physician  loses  his/her  license 
and  the  dysfunctional  family  is  divided? 

If  you  need  further  information,  on  a confidential 
basis,  please  follow  through  with  a contact  to  me.  Jac- 
quelyn Gunnarson,  1000  Tomar  Road,  Sioux  Falls, 
South  Dakota  57105.  # 


UTUtOW^ 


1 

Mail  Your  Order  To: 

American  Medical  Association  Auxiliary,  Inc. 

535  N.  Dearborn  St.,  Chicago,  IL  60610 

Please  send  me  the  following  publications  in  the  series 

on  WHAT  EVERY  PHYSICIAN’S  SPOUSE  SHOULD 

KNOW: 

# of  copies 

Impairment 

Professional  Liability 

The  Training  Years 

Medical  Family  Support 

Marriage 

Retirement  and  Estate  Planning 

Each  booklet  is  $3  per  copy  for  AMA  Auxiliary  members 
and  $5  per  copy  for  non-members. 
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South  Dakota  State  Medical  Association  Roster-1988 

Membership  by  Districts 

ABERDEEN 
DISTRICT  No  1 


Pres,  Robert  Suurmeyer,  MD 

Vice  Pres,  Jean  Gerber,  MD 

Sec  Treas,  Roy  Burt,  MD 

Albano,  Paterno  C. 

Aberdeen 

Harlow,  Mark  C. 

Aberdeen 

Ramig,  Susan  W. 

Aberdeen 

Altman,  Stanley  B. 

Aberdeen 

Hart,  Harvey  J. 

Aberdeen 

Redmond,  Warren  J. 

Aberdeen 

Andersen,  Calvin  F. 

Aberdeen 

Heinemann,  Phyllis  E. 

Aberdeen 

*Rodine,  John  C. 

Aberdeen 

Anderson,  Esther  E. 

Aberdeen 

Heisinger,  Randolph  W. 

Aberdeen 

♦Sanders,  Mary  E. 

Redfield 

Bachmayer,  Jay  D. 

Aberdeen 

Holkesvick,  Reid  E. 

Aberdeen 

Scheffel,  Alvin  R. 

Redfield 

Bartholomew,  Kenneth  A. 

Faulkton 

Hovland,  James  I. 

Aberdeen 

Seaman,  David 

Aberdeen 

Berg,  Sterling 

Redfield 

Hsu,  Ven  C. 

Aberdeen 

Seljeskog,  Edward  L. 

MN 

Berry,  Scott  H. 

Aberdeen 

Huber,  Joel  B. 

Redfield 

Shousha,  Alfred 

Britton 

*Bloemendaal,  Gerrit  J. 

Ipswich 

Janusz,  Albin  J. 

Aberdeen 

Skelly,  Milton  E. 

MD 

Bormes,  William  A. 

Aberdeen 

Johnson,  Thomas  K. 

Aberdeen 

Sloan,  Terrence  W. 

Aberdeen 

Broadhurst,  Kennon  E. 

Aberdeen 

Kazi,  K.  Stephen 

Aberdeen 

Snyder,  Wayne  E. 

Aberdeen 

Brown,  Robert  H. 

Canada 

Kom,  Carlton  J. 

Aberdeen 

Solf,  Frank  E. 

Aberdeen 

Bunker,  Thomas  G. 

Aberdeen 

Kosse,  Karl  H. 

Aberdeen 

Steele,  Granville  H. 

Aberdeen 

Burt,  Roy  G. 

Aberdeen 

♦Leon,  Paul  R. 

Aberdeen 

Suurmeyer,  Robert  D. 

Aberdeen 

Carter,  Peter  B. 

Aberdeen 

Luzier,  Thomas  L. 

Aberdeen 

♦Sweeny,  William  T. 

OR 

Chang,  Joe  P. 

Aberdeen 

McFee,  John  L. 

Bowdle 

Tan,  Raymundo  T. 

Aberdeen 

Chavier,  Juan  R. 

Aberdeen 

McGee,  Robert  C. 

Aberdeen 

Taylor,  William  R. 

Aberdeen 

Christopher,  John  R. 

Aberdeen 

McIntosh,  George  F. 

Eureka 

Vogele,  Alvin  C. 

Aberdeen 

D’Souza,  Edward  P. 

Aberdeen 

McKichan,  John  M. 

Aberdeen 

♦Vogele,  Cleo  L. 

Aberdeen 

Eckrich,  Jerome  A.  Jr 

Aberdeen 

Mendoza,  Enrique  F. 

Aberdeen 

Wachs,  David  M. 

Aberdeen 

Ellerbusch,  David  A. 

Aberdeen 

Mogen,  Mark  P. 

Aberdeen 

Welge,  Barry  G. 

Aberdeen 

Fahrenwald,  Myron  E. 

Aberdeen 

Murphy,  Karla  K. 

Aberdeen 

Werth,  Roger  W. 

Aberdeen 

Famestad,  Gary  L. 

NM 

Myrmoe,  Arlin  M. 

Aberdeen 

Wischmeier,  Curt  A. 

Aberdeen 

Fritz,  John  R. 

Aberdeen 

♦Norgello,  Vikentijs 

Sioux  Falls 

Wolff,  David  G. 

Aberdeen 

Gerber,  Bernard  C. 

Aberdeen 

Odland,  Winston  B. 

Aberdeen 

Zoellner,  Timothy 

Aberdeen 

Gerber,  Jean  L. 

Aberdeen 

Ostrowski,  Susan  M. 

Eureka 

♦Zvejnieks,  Karlis 

Aberdeen 

Giridhar,  Sanjeevi 

Aberdeen 

Patterson,  David  M. 

Redfield 

WATERTOWN 

DISTRICT  No  2 

Pres,  Edward  Wegner,  MD 

Vice  Pres,  Edwin  Gerrish,  MD 

Sec,  G.  E.  Tracy,  MD 

Allen,  Stanley  W.,  Jr 

Watertown 

Harding,  Frank 

Watertown 

Piro,  David  F. 

Watertown 

Argabrite,  John  W. 

Watertown 

Honke,  Richard 

Parkston 

Rittmann,  John  E. 

Watertown 

Bartron,  G.  Robert 

Watertown 

Horning,  James 

Watertown 

Rogotzke,  Kenneth 

Watertown 

♦Bartron,  Harry  J.,  Jr 

Watertown 

Hughes,  Howard  D. 

Clear  Lake 

Rossman,  Charles 

Clear  Lake 

Carter,  Roger  L. 

Watertown 

♦Huppler,  E.G. 

Minnesota 

♦Rousseau,  Maurice  C. 

Watertown 

♦Clark,  Carroll  J. 

Watertown 

Lamb,  Marlin 

Watertown 

Stransky,  John  J. 

Watertown 

Crank,  Robert 

Watertown 

Larson,  James  C. 

Watertown 

Suga,  Robert 

Watertown 

Desai,  Bhasker  J. 

Watertown 

Larson,  Paul 

Watertown 

Thompson,  M.  George 

Watertown 

Fedt,  Donald  N, 

Watertown 

Likness,  Clark  W. 

Watertown 

Thompson,  Marion  C. 

Watertown 

Feeney,  Steven 

Estelline 

Meyer,  Robert  J. 

Watertown 

Tracy,  Gerald  E. 

Watertown 

Gehring,  Stephen 

Watertown 

Nelson,  Parry  S. 

Watertown 

Wegner,  Edward 

Watertown 

Gerrish,  Catherine 

Watertown 

Ostby,  Jason 

Watertown 

Wilde,  Kim 

Watertown 

Gerrish,  Edwin 

Watertown 

Peterson,  Kenneth 

Watertown 

Wrage,  Theodore  J.,  Jr 

Watertown 

Hanson,  Bernie  H.P. 

Watertown 

Peterson,  Linda  H. 

Watertown 

MADISON-BROO  KINGS 

DISTRICT  No  3 

Pres,  M.  Venugopal,  MD 

Vice  Pres,  Robert  Rietz,  MD 

Sec,  Richard  Sample,  MD 

Baltodano,  Neyton 

Arlington 

Ditmore,  Harry  B. 

Brookings 

Hassan,  Adel  A.F. 

Madison 

Bandiera,  Samuel  J. 

Brookings 

♦Friefeld,  Saul 

MN 

Heidorn,  Richard  G. 

Clear  Lake 

Pruning,  Gary  L. 

Flandreau 

Halliday,  David  J. 

Lake  Preston 

Heilman,  Bernard  F. 

Madison 
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•Henry,  Robert  B. 
Holm,  Richard  P. 
Jacobs,  Tad  B. 
•Kershner,  Calvin  M. 
•Lampert,  Arthur  A.,  Jr 
Lushbough,  Bruce  C. 
McHardy,  Bryson  R. 
•Otey,  Bedford  T. 

•Patt,  Walter 
•Peeke,  Alonzo  P. 


Brookings 

•Peik,  Donald  J. 

Sioux  Falls 

Brookings 

•Plowman,  Elven  T. 

Brookings 

Flamdreau 

Ramsay,  John  D. 

Brookings 

Brookings 

•Reagan,  James 

Garretson 

Rapid  City 

Rietz,  Robert  R. 

Brookings 

Brookings 

Roberts,  Charles  S.,  Jr 

Brookings 

Aurora 

Rud,  John  M. 

Brookings 

Flandreau 

Sample,  Richard  G. 

Madison 

AR 

Saxena,  Satish  C. 

Brookings 

Volga 

•Scheller,  Donald  L. 

Arlington 

Schultz,  Steven 
Shaskey,  Robert  E. 
•Tank,  Myron  C. 
Tesch,  Ronold  R. 
Thomas,  Melvin  W. 


Brookings 

Brookings 

Brookings 

Brookings 

Brookings 


Venugopal,  Muthugounder  Brookings 
Wait,  Curtis  H.  Brookings 

Wake,  Richard  A.  Brookings 

Warren,  Merritt  G.  Brookings 


Wetzbarger,  Wayne 


Madison 


PIERRE 
DISTRICT  No  4 


Pres,  Steven  Stout,  MD  Vice  Pres,  Noel  Chicoine,  MD  Sec,  Thomas  Huber,  MD 


•Askwig,  Leroy  C. 

AZ 

Hoffsten,  Phillip  E. 

Pierre 

Spears,  Barbara  K. 

Boom  , Paul  J.,  Jr 

Pierre 

Huber,  Thomas  J. 

Pierre 

Stout,  Stephen  Y. 

Chicoine,  Noel  D. 

Pierre 

Jahraus,  R.  Curtis 

Pierre 

Swanson,  Charles  L. 

•Collins,  E.  Howard 

Gettysburg 

Johnson,  Carl  J. 

CO 

Tieszen,  Arden  J. 

Cosand,  Marion  R. 

Pierre 

Lindbloom,  Buron  O. 

Pierre 

Werpy,  Mark  C. 

Duggan,  Robert 

MD 

Owens,  Raymond  J. 

Sioux  Falls 

•Werthmann,  Hubert  E. 

Herrin,  Gerald  R. 

Pierre 

Park,  Dai  H. 

Pierre 

Zakahi,  Raymond  J. 

Pierre 

Pierre 

Pierre 

Pierre 

Pierre 

Pierre 

Pierre 


Pres,  Hiroo  Kapur,  MD 


Adams,  Harold  P.  Huron 

Anderson,  James  A.  Huron 

Austin,  Susan  M.Wessington  Springs 
Bell,  G.  Robert  DeSmet 

Belyea,  Mark  E.  Huron 

Buchanan,  David  J.  Huron 

Buchholz,  Carole  Huron 

Buchholz,  Curtis  Huron 

Cavanaugh,  Dennis  J.  Huron 

Dean,  Roscoe  E.  Wessington  Springs 
Dean,  Thomas  M.Wessington  Springs 
DeGeest,  James  H.  Miller 


HURON 
DISTRICT  No  5 


Vice  Pres,  Stephan  Schroeder,  MD 


Gryte,  Clifford  F. 

Huron 

Hanson,  William  O. 

Huron 

Hendricks,  Mark  R. 

WI 

•Hofer,  Emil  A. 

Huron 

Hohm,  Paul  H. 

Huron 

Hohm,  Robert  C. 

Huron 

•Hohm,  Theodore  A. 

Huron 

Huet,  William  G.M. 

Huron 

Kapur,  Hiroo  R. 

Huron 

Kapur,  Ravi 

Huron 

Karlen,  Louis  W. 

DeSmet 

Sec,  T.  A.  Hohm,  MD 


Kortum,  Cynthia  L.  Huron 

Kurch,  Julie  Ann  Huron 

Lardinois,  Clifford  C.,  Sr  Huron 

Monfore,  James  E.  Miller 

Neu,  Steven  E.  WI 

Nicholas,  George  A.  Huron 

Robbins,  John  K.  Huron 

Saylor,  Howard  L.,  Jr  Huron 

Schroeder,  Stephan  D.  Miller 

Smith,  Richard  N.  Huron 

Stalheim,  Alan  J.  Huron 


MITCHELL 
DISTRICT  No  6 


Pres,  Ray  Birkenkamp,  MD 

Sec,  Robert  McWhirter,  MD 

Baas,  Walter  P. 

Mitchell 

Gaede,  James  E. 

Mitchell 

Malters,  Patricia  B. 

Mitchell 

Bentz,  Jerome  W. 

Platte 

Gaetze,  Jane 

Mitchell 

Margallo,  Lucio  N.,  II 

Mitchell 

Berry,  Jack  T. 

Mitchell 

Gere,  Richard  G. 

Mitchell 

McWhirter,  Robert  E. 

Mitchell 

Bhat,  Dileep  S. 

Mitchell 

Gillis,  Floyd  D.,  Jr 

Mitchell 

Monson,  Charles  D. 

Parkston 

Bieberly,  Frank  G.,  Jr 

Chamberlain 

Haley,  Michael  D. 

Mitchell 

Mueller,  Eric  H. 

Tripp 

Binder,  Clifford  F. 

Chamberlain 

Hockett,  Richard  D. 

Mitchell 

Olegario,  Filemon  E.,  Jr 

Mitchell 

Birkenkamp,  Ray  T. 

Mitchell 

Hoffmann,  Jay  W. 

Mitchell 

•Porter,  Maynard 

Parkston 

Bolliger,  Eugene 

Chamberlain 

Holland,  Lambert  W. 

Chamberlain 

Ramos,  Manuel  D. 

Scotland 

Christensen,  Martin  J. 

Mitchell 

Howe,  Jerome  K, 

Mitchell 

Schabauer,  Ernest  A. 

Mitchell 

Crandell,  Michael  P. 

Kennebec 

Jones,  John  B. 

Chamberlain 

•Skogmo,  Bernhoff  R. 

Mitchell 

Cruz,  David  F. 

Corsica 

Judge,  John  O. 

Mitchell 

Sorrels,  William  F. 

Mitchell 

Delaney,  Michael  K. 

Mitchell 

Kocourek,  Bruce  W. 

Parkston 

•Tobin,  Leonard  W. 

Unknown 

•Delaney,  Robert  J. 

Mitchell 

Kramer,  Charles  G. 

Fort  Thompson 

VanErt,  Gary  P. 

Chamberlain 

•Delaney,  Thomas  P. 

Mitchell 

Mabee,  Judson  O. 

Mitchell 

Visani,  Sandro 

Mitchell 

•Delaney,  William  A.,  Jr  Mitchell 

•Mabee,  Oscar  J. 

Mitchell 

Vose,  James  L. 

Mitchell 

Dilger,  Joseph  T. 
Flohr,  Charles  E. 

Mitchell 

Mitchell 

Malters,  David  T. 

Mitchell 

Weatherill,  Donald  W. 

Mitchell 

46 


SOUTH  DAKOTA 


SIOUX  FALLS 
DISTRICT  No  7 


Pres,  Bruce  Vogt,  MD 


Vice  Pres,  Loren  Tschetter,  MD 


Abu-Ghazaleh,  Samir  Z. 
♦Alcorn,  Floyd  A. 

Alvine,  Frank  G. 
Amundson,  Loren  H. 
Anderson,  Courtney,  W. 
Anderson,  Edward  F. 
Anderson,  Keith  A. 
•Anderson,  Warren  R. 
Angelos,  Theodore  A. 
•Arneson,  Wallace  A. 
Aspaas,  Paul  K.,  Jr 
•Aspaas,  Paul  K.,  Sr 
Augspurger,  Ken  D. 
Bahnson,  Berne  B. 
Barker,  John  D. 

Barnett,  George  L. 
Bauer,  Barry  C. 

Bauman,  Mary  Ann 
Bean,  David  W. 

Belatti,  Richard  G. 
Benson,  Gail  M. 

Bess,  Michael  A. 

Bhatti,  Tajammul  H. 
Billion,  John  J. 

Billion,  Stephen  P. 
•Billion,  Thomas  J.,  Jr 
Boade,  Werner  A. 
Braithwaite,  Thomas  M. 
Brandenburg,  Verdayne 
Brechtelsbauer,  David  A. 
•Breit,  Donald  H. 
Brewer,  Marshall  L. 
Brown,  Delbert  L. 

Bruins,  George  S. 
♦Brzica,  Stephen  M. 
Bucy,  Christine  F. 
Burgers,  James  W. 
Burke,  Edmund  C. 
Burkhart,  Thomas  J. 
Burns,  Howard  W. 
•Burns,  Kendall  R. 
Burrish,  Gene  F. 
Carlson,  Walter  O. 
Carpenter,  Paul  L. 
Carrera,  Jose 
Carroll,  Nancy  L. 

Carter,  Guy  A. 

Cass,  Joseph  R. 
Chalmers,  James  H. 

Cho,  Dong  S. 

Cho,  Myung  J. 

•Church,  Bill 
Cink,  Thomas  M. 

Clark,  Edward  T. 
Cutshall,  Vincent  K, 
Dahl,  Robert  K. 

Daw,  Edward  F. 

Day,  Richard  P. 

DeClark,  Robert  P. 
Devick,  John  S. 


Treas,  Lloyd  Solberg,  MD 


Sioux  Falls 

Devick,  Margaret  R. 

Canton 

Sioux  Fads 

Donahoe,  John  W. 

Sioux  Falls 

Sioux  Fads 

Donnellan,  William 

Sioux  Fads 

Sioux  Fads 

Drymalski,  Walter  G. 

Sioux  Fads 

Sioux  Falls 

Dzintars,  Valdis  A. 

Sioux  Falls 

Sioux  Falls 

Easton,  Jessie  K.M. 

Sioux  Fads 

Sioux  Falls 

Ecklund,  Scott  W. 

Sioux  Fads 

Sioux  Fads 

•Eirinberg,  Isadore  D. 

Sioux  Falls 

Canton 

Elkjer,  Neil  J. 

Sioux  Fads 

Sioux  Falls 

Elson,  David  L. 

Sioux  Falls 

Sioux  Falls 

English,  Gilbert  L. 

Sioux  Falls 

Dell  Rapids 

•Ensberg,  Dorence  L. 

Sioux  Fads 

Sioux  Fads 

Epp,  Dennis  L. 

Freeman 

Sioux  Falls 

Erickson,  David  K. 

Dell  Rapids 

Sioux  Falls 

Faithe,  Rose 

Sioux  Fads 

Sioux  Fads 

•Farrell,  Harry  W. 

Sioux  Falls 

Sioux  Falls 

Farritor,  Michael  E. 

Sioux  Fads 

Sioux  Falls 

Fenton,  Lawrence  J. 

Sioux  Falls 

Sioux  Falls 

Ferrell,  Michael  R. 

Sioux  Fads 

Sioux  Falls 

Fiegen,  Michael  M. 

Sioux  Falls 

Sioux  Falls 

Finney,  Lawrence  W. 

Sioux  Fads 

Sioux  Falls 

•Fisk,  Robert  G. 

Flandreau 

Sioux  Falls 

Flora,  George  C. 

Sioux  Falls 

Sioux  Falls 

Foley,  Stephen  T. 

Sioux  Falls 

Sioux  Falls 

Foss,  J.  Frank 

Sioux  Falls 

Sioux  Falls 

Freeman,  Jerome  W. 

Sioux  Falls 

Sioux  Falls 

Friess,  Richard  W. 

Sioux  Falls 

Sioux  Falls 

Frost,  Donald  M. 

Sioux  Falls 

Sioux  Falls 

Fuller,  William  C. 

Sioux  Fads 

Sioux  Falls 

Fumia,  Fred  D. 

Sioux  Fads 

Sioux  Falls 

Gaeckle,  C.  Thomas 

Sioux  Falls 

Sioux  Falls 

George,  Robert  J. 

Sioux  Falls 

Sioux  Falls 

Giebink,  Robert  R. 

Sioux  Fads 

Sioux  Falls 

Gold,  Donald  D.,  Jr 

Sioux  Fads 

Sioux  Falls 

Graham,  Donald  B. 

Sioux  Falls 

Sioux  Falls 

Grau,  Thomas  J. 

WI 

Brandon 

Gray,  John  R. 

Sioux  Falls 

MN 

Green,  Marc  A. 

Sioux  Falls 

Sioux  Falls 

•Greenfield,  Duane  L. 

Sioux  Falls 

Sioux  Falls 

•Gregg,  John  B. 

Sioux  Falls 

Sioux  Falls 

Gross,  H.  Phil 

Sioux  Fads 

Sioux  Falls 

•Grove,  M.  Stuart 

Sioux  Falls 

Sioux  Falls 

Gunnarson,  Richard  E. 

Sioux  Falls 

Sioux  Falls 

Gutch,  Charley  F. 

Sioux  Falls 

Sioux  Falls 

Gutnik,  Leonard  M. 

Sioux  Falls 

Sioux  Falls 

Gutnik,  Steve  H. 

Sioux  Fads 

Sioux  Falls 

Hagen,  Jeffrey  B. 

Sioux  Falls 

Sioux  Falls 

Hanna,  Marwan  D. 

Saudi  Arabia 

Sioux  Falls 

Hardie,  Richard  D. 

Sioux  Falls 

Sioux  Falls 

Harms,  Robert  W. 

Sioux  Fads 

Sioux  Falls 

Harris,  Frederick  L. 

Sioux  Fads 

Sioux  Falls 

Harris,  Mary  H. 

Sioux  Fads 

Sioux  Falls 

Hartmann,  Alfred  E. 

Sioux  Falls 

Sioux  Falls 

Hartzell,  Allan  J. 

Sioux  Falls 

AR 

Heinemann,  Daniel  J. 

Canton 

Sioux  Falls 

Heisler,  Jean  A. 

Sioux  Falls 

Sioux  Falls 

Held,  William  E. 

Sioux  Falls 

Sioux  Falls 

Henrickson,  Lynn  A. 

Sioux  Falls 

Sioux  Falls 

Henrickson,  Robert  G. 

Sioux  Falls 

Colton 

•Hermanson,  John  M. 

Brandon 

Sec,  Daniel  Kennedy,  MD 


Hoffman,  Wendell  W. 
Hogue,  Michael  E. 
Hohm,  Byron  T. 

Horner,  William  J. 
Hosen,  Richard  S. 
Hoskins,  John  H. 
Hoversten,  David  L. 
Hoxtell,  Eugene  O. 
Humphreys,  Donald  W. 
Hurley,  Brian  T. 

Hurley,  Timothy  E. 
Hussain,  RiFat 
Hyland,  Lowell  J. 
Ingvoldstad,  James  P. 
Janis,  John  B. 

Jaqua,  Richard  A. 
Javurek,  Anthony  J. 
Johnson,  Dennis  L. 
Johnson, Jorge  H. 
Johnson,  R.C. 

Jones,  Frank  E. 

Jones,  James  A. 

Jones,  Warren  L. 

Justice,  Michael  W. 
Kalda,  Ellison  F.  II 
Kangley,  Daniel  J. 
Kaufman,  Irvin  I. 

Kemp,  Earl  D. 

Kennedy,  Daniel  J. 
•King,  Lyndon  M.,  Jr 
•Kittelson,  H.  Otis 
•Knowles,  Roy  C. 
Knudson,  Donald  H. 
Knutson,  Dennis  D. 
•Kohlmeyer,  Frederick  C 
Koob,  K.  Gene 
Lakstigala,  Peters  E. 
Landes,  Richard  D. 

Lang,  Durward  M. 

Lang,  Terry  A. 

Lankhorst,  Barry  J. 
Laput,  Aleksandra  M. 
Larsen,  Laura  J.R. 
Larson,  Leland  J. 

Lee,  Si  Gaph 
Looby,  Thomas  L. 
Lovrien,  Fred  C. 
Luechtefeld,  Nancy 
Mabee,  Lee  M. 
MacRandad,  Daniel  G. 
Madison,  Dean  L. 
Magidson,  Melvin  A. 
Magnuson,  Gregory  L. 
•Maresh,  Everett  R. 
Mark,  Curtis  L. 
Masterson,  Thomas  E. 
Matustik,  M.  Cassandra 
McGrann,  James  R. 
McGreevy,  Patrick  S. 
McHale,  Michael 


Sioux  Fads 
Sioux  Fads 
Sioux  Fads 
Sioux  Fads 
Sioux  Fads 
Sioux  Fads 
Sioux  Fads 
Sioux  Fads 
Sioux  Fads 
Sioux  Fads 
Sioux  Fads 
Sioux  Fads 
Sioux  Fads 
Sioux  Fads 
Sioux  Fads 
Sioux  Fads 
Sioux  Fads 
Sioux  Fads 
Sioux  Fads 
Sioux  Fads 
Sioux  Fads 
Sioux  Fads 
Sioux  Fads 
Dell  Rapids 
Sioux  Fads 
Sioux  Fads 
Freeman 
Sioux  Fads 
Sioux  Fads 
Sioux  Fads 
Sioux  Fads 
Sioux  Fads 
Sioux  Fads 
Sioux  Fads 
. Sioux  Fads 
Sioux  Fads 
Sioux  Fads 
Sioux  Falls 
Sioux  Fads 
Sioux  Fads 
Sioux  Fads 
Sioux  Fads 
Sioux  Fads 
Sioux  Fads 
Sioux  Falls 
Sioux  Fads 
Sioux  Fads 
Sioux  Fads 
Sioux  Fads 
Sioux  Fads 
Sioux  Fads 
Sioux  Fads 
Sioux  Fads 
Sioux  Fads 
Viborg 
Sioux  Falls 
Sioux  Fads 
Sioux  Falls 
Sioux  Falls 
Sioux  Falls 
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McKercfaer,  Scott  W. 

Sioux  Falls 

Peters,  Edward  H. 

Sioux  Falls 

Soye,  Andrew  I. 

Sioux  Falls 

McManus,  Terence  B. 

Sioux  Falls 

Peters,  Patricia  A, 

Sioux  Falls 

♦Stahmann,  Fred  S. 

Sioux  Falls 

McMillin,  J.  Michael 

Sioux  Falls 

Peterson,  Karl  G. 

Sioux  Falls 

Stassen,  Michael  D. 

Sioux  Falls 

Meyer,  Vaughn  H. 

Sioux  Falls 

Petres,  Anthony 

Salem 

Steidl,  Lester  J. 

Sioux  Falls 

Mikkelsen,  Beth 

Sioux  Falls 

Pitt-Hart,  Barry  T. 

Sioux  Falls 

♦Steiner,  Peter  IC 

CA 

Moench,  Jerry  L. 

Sioux  Falls 

Plummer,  Richard  L. 

Sioux  Falls 

Stensland,  Vernon  H. 

Sioux  Falls 

Mohler,  Charles  W. 

Sioux  Falls 

Putnam,  Wesley  D. 

Sioux  Falls 

Stensrud,  Homer 

Sioux  Falls 

Morris,  Alan  D. 

Sioux  Falls 

Quale,  James  L. 

Sioux  Falls 

♦Stern,  Charles  A. 

CA 

Munson,  David  P. 

Sioux  Falls 

Randall,  Bradley  B. 

Sioux  Falls 

Stevens,  Dennis  C. 

Sioux  Falls 

Murray,  Jeffrey  A. 

Sioux  Falls 

Raszkowski,  Robert  R. 

Sioux  Falls 

Stoltz,  C.  Roger 

Sioux  Falls 

Mutch,  Milton  G.,  Jr 

Sioux  Falls 

Read,  Ralph  L. 

Sioux  Falls 

Talley,  Robert  C. 

Sioux  Falls 

Naughton,  Gregory 

Sioux  Falls 

Reed,  Richard  C. 

Sioux  Falls 

Tam,  Guy  E. 

Sioux  Falls 

Neidich,  Gary  A. 

Sioux  Falls 

Regier,  Eugene  R. 

Canton 

Tieszen,  Jerel  E. 

Sioux  Falls 

Nelimark,  Robert  A. 

Sioux  Falls 

Reinertsen,  Karen  J. 

Sioux  Falls 

Tobin,  Michael  D. 

Sioux  Falls 

Nelson,  Earl  G. 

Viborg 

Reynolds,  James  R. 

Sioux  Falls 

Tschetter,  Loren  K. 

Sioux  Falls 

Nelson,  Richard  A. 

Sioux  Falls 

Richards,  George  A. 

Sioux  Falls 

Tschetter,  Richard  T. 

Sioux  Falls 

Nelson,  Robert  E. 

Sioux  Falls 

Ries,  Dennis  D. 

Freeman 

Uken,  Patsy  A. 

Sioux  Falls 

Nice,  Richard  F. 

Sioux  Falls 

Rodman,  Peter  K. 

Sioux  Falls 

Urbatsch,  Susan  E. 

Sioux  Falls 

Nielsen,  James  L. 

Dell  Rapids 

Rolfsmeyer,  Eric  S. 

Sioux  Falls 

VanDemark,  Robert,  Jr 

Sioux  Falls 

Nord,  Wesley  J. 

Sioux  Falls 

Romanic,  Bruce  M. 

Salem 

VanDemark,  Robert,  Sr 

Sioux  Falls 

Nordstrom,  Donald  G. 

Sioux  Falls 

Rossing,  David  R. 

Sioux  Falls 

VanderWoude,  Larry  B. 

Sioux  Falls 

Oakland,  Janies  A. 

Sioux  Falls 

Rossing,  William  O. 

Sioux  Falls 

♦Villa,  Jose  P. 

Freeman 

O’Brien,  Charles  P. 

Sioux  Falls 

Rost,  Michael  C. 

Sioux  Falls 

Vogt,  H.  Bruce 

Sioux  Falls 

O’Brien,  Peter  J. 

Sioux  Falls 

Ryan,  James  E. 

Sioux  Falls 

Volin,  Verlynne  V. 

Sioux  Falls 

Ochsner,  John  A. 

Sioux  Falls 

Rydberg,  Mitchel  L. 

Dell  Rapids 

Wagner,  Loyd  R. 

Sioux  Falls 

Ofstein,  Lewis  C. 

Sioux  Falls 

Salem,  Anthony  G. 

Sioux  Falls 

Waltner,  Lonnie  L. 

Bridgewater 

Ohrt,  David  W. 

Sioux  Falls 

Sail,  John  C. 

Sioux  Falls 

Walton,  Jerry  L. 

Sioux  Falls 

Olson,  Jennifer  J. 

Sioux  Falls 

Salmela,  Steven  R. 

Sioux  Falls 

Watson,  William  V. 

Sioux  Falls 

Olson,  Michael  L. 

Sioux  Falls 

Sanchez,  Gonzalo  M. 

Sioux  Falls 

Wegner,  Karl  H. 

Sioux  Falls 

Olson,  Steven  P. 

Sioux  Falls 

Sanderson,  Everett  W. 

Sioux  Falls 

Wellman,  Lawrence  R. 

Sioux  Falls 

♦Opheim,  Warren  L. 

Sioux  Falls 

Schafer,  Larry  W. 

Sioux  Falls 

White,  Thomas  C. 

Sioux  Falls 

Opheim,  Warren  O.V. 

Sioux  Falls 

Schellpfeffer,  Donald 

Sioux  Falls 

Whittle,  Kevin  D. 

Sioux  Falls 

Orr,  Russell  T. 

Sioux  Falls 

Schultz,  Gregory  A. 

Sioux  Falls 

Wierda,  Daryl  R. 

Sioux  Falls 

Ortmeier,  Denny  G. 

Sioux  Falls 

Schultz,  Richard  D. 

Sioux  Falls 

Williams,  Buck  J. 

Sioux  Falls 

Owens,  Leycester,  Jr 

Sioux  Falls 

Schultz,  Thomas  A. 

Sioux  Falls 

Wilson,  Robert  W. 

Sioux  Falls 

Parry,  Rodney  R. 

Sioux  Falls 

Seidel,  Robert  R. 

Sioux  Falls 

Wilson,  Thomas  M. 

Sioux  Falls 

♦Pasek,  Edward  A. 

Sioux  Falls 

Shreves,  Howard  B. 

Sioux  Falls 

Wingert,  Marvin  E. 

Garretson 

Paul,  K-Lynn 

Sioux  Falls 

Simmons,  Jerry  L. 

Sioux  Falls 

WIrtz,  Patricia  S. 

Sioux  Falls 

Payne,  Harlan  A. 

Sioux  Falls 

Sittner,  Larry 

Sioux  Falls 

Witzke,  David  J. 

Sioux  Falls 

Pederson,  Kim  A. 

Sioux  Falls 

Slattery,  Mary  T. 

Sioux  Falls 

Wyatt,  George  W. 

Sioux  Falls 

Pekas,  Michael  W. 

Sioux  Falls 

♦Smith,  George  W. 

Sioux  Falls 

Wyatt,  Ronald  O. 

Sioux  Falls 

Pennington,  Vanis 

Sioux  Falls 

Smith,  Michael  R. 

Sioux  Falls 

Zawada,  Edward  T. 

Sioux  Falls 

Petereit,  Martin  F.  Sioux  Falls 

Pres,  Julie  Stevens,  MD 
Aanning,  Harald  L.  Yankton 

Solberg,  Lloyd  E.  Sioux  Falls 

YANKTON 
DISTRICT  No  8 

Vice  Pres,  Harald  Aanning,  MD 
Isburg,  Carroll  D.  Yankton 

Sec,  James  Wiggs,  MD 
Pullen,  Myrick  W. 

Yankton 

Adams,  Curtis  M. 

Yankton 

Jameson,  G.  Malcolm 

Yankton 

Radack,  Morris  L. 

Yankton 

*Brookman,  Bruce  T. 

Wagner 

Johnson,  Thomas  C. 

Yankton 

Ranney,  Brooks 

Yankton 

Bubak,  Gary  A. 

Wagner 

Johnson,  Virginia  P. 

Vermillion 

Reaney,  Duane  B. 

Yankton 

Dendinger,  William  J. 

Vermillion 

Kalda,  Ellison  F. 

Platte 

Reding,  Arthur  P. 

Marion 

Ferrell,  Robert  T. 

Yankton 

King,  Patrick  H. 

Yankton 

Rhoades,  Marques  E. 

Yankton 

Fletcher,  Harold  J. 

Vermillion 

Lyso,  Melford  B. 

Yankton 

♦Riesberg,  Elsa 

Aberdeen 

Flom,  Jon  O. 

Yankton 

McVay,  Michael  R. 

Yankton 

Saloum,  Herbert  A. 

Tyndall 

Foley,  Robert  J. 

Tyndall 

Messner,  Frank  D. 

Yankton 

Saoi,  Nicasio  B. 

Yankton 

Frank,  John  J. 

Yankton 

Meyer,  Larry  A. 

Yankton 

Sattler,  Theodore  H. 

Yankton 

Gilmore,  Howard  T. 

Yankton 

Neubauer,  Jo  Marie 

Yankton 

♦Sebring,  Floyd  U. 

CA 

Gunderson,  Dale  E. 

Yankton 

Neumayr,  Robert  J. 

Yankton 

Smith,  David  A. 

Yankton 

Halverson,  Kenneth 

Yankton 

Olson,  Thomas  H. 

Vermillion 

Stanage,  Willis  F. 

Yankton 

Heck,  Louis  J. 

Yankton 

Pesce,  Ulises 

Yankton 

Stephenson,  Daryl  R. 

Yankton 

Heinrichs,  Eberhard  H. 

Vermillion 

Porter,  Richard  I. 

Yankton 

Sternquist,  John  C. 

Yankton 

Holzwarth,  David  R. 

Yankton 

Potas,  David  G. 

Yankton 

Stevens,  Julie  C. 

Yankton 

Hubner,  Jay  W. 

Yankton 

Provow,  Susan  R. 

Vermillion 

Thompson,  Robert  F. 

Yankton 
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Tidd,  John  T. 

Yankton 

Mach,  Charles  J. 

NE 

Willcockson,  John  R. 

Yankton 

Tuan,  Chung  H. 

Yankton 

Wells,  John  M. 

Yanktor. 

Willcockson,  Thomas  H. 

Yankton 

Turner,  Charles  R. 

Vermillion 

Wiggs,  James  W. 

Yankton 

BLACK  HILLS 

DISTRICT  No  9 

Pres,  James  Engelbrecht,  MD 

Vice  Pres,  Dave  Johnson,  MD 

Sec/Treas,  N.  R.  Whitney,  MD 

Ahrlin,  H.  Lee,  Jr 

Rapid  City 

Finley,  Richard  C. 

Rapid  City 

♦Koren,  Paul  H. 

Rapid  City 

♦Ahrlin,  Hollis  L. 

Rapid  City 

Finley,  Robert 

Rapid  City 

Kovarik,  Joseph  A. 

Rapid  City 

Akerson,  Robert  D. 

Rapid  City 

Finley,  Victoria  Kosters 

Rapid  City 

Kovarik,  Richard  A. 

Rapid  City 

Allen,  Bruce  H. 

Rapid  City 

Fisher,  Steven  E. 

Custer 

Kovarik,  Stephen  M. 

Rapid  City 

Allen,  Robert  G.,  Jr 

Rapid  City 

Franz,  Daniel 

Rapid  City 

Kovarik,  Wenzel  J. 

Rapid  City 

Altstiel,  Terry  L. 

Fort  Meade 

Freimark,  Lyle  G. 

Rapid  City 

Krafka,  Thomas  L. 

Rapid  City 

Anderson,  A.  Byford 

Deadwood 

Fromm,  Harold  E. 

Rapid  City 

Kullbom,  James  B. 

Rapid  City 

Anderson,  Dale  R. 

Rapid  City 

Frost,  Harold  L. 

Rapid  City 

Kunz,  James  A. 

Rapid  City 

Anderson,  Wayne  J. 

Deadwood 

Gebhardt,  Daniel  J. 

Spearfish 

Kwan,  Francis  P. 

Rapid  City 

Arnold,  George  H. 

Rapid  City 

♦Gilbert,  Freeman  J.  Belle  Fourche 

♦Lampert,  Arthur  A. 

Rapid  City 

Ashbaugh,  James  H. 

Deadwood 

Gill,  Timothy  J. 

Rapid  City 

Landgraf,  Charles  W. 

Hot  Springs 

♦Bailey,  John  D. 

Rapid  City 

Giuseffi,  Steven  A. 

Spearfish 

Lauer,  David  A. 

Sturgis 

Bailey,  Stephen  P. 

Rapid  City 

Golliher,  Warren  N. 

Spearfish 

Lee,  Robert  E. 

Fort  Meade 

Bareis,  Reuben  J. 

Rapid  City 

Goodhope,  Robert  C. 

Fort  Meade 

Lewis,  Charles  A. 

Sturgis 

Barlow,  John  F. 

Rapid  City 

Graff,  Randall  P. 

Deadwood 

Liedtke,  Curtis  J. 

Sturgis 

Bass,  James,  Jr 

Rapid  City 

Groote,  Curtis  A. 

Spearfish 

Loos,  Charles  M. 

Rapid  City 

Bauman,  Randell  E. 

Rapid  City 

Gwinn,  Charles  B. 

Hot  Springs 

Lord,  Charles  J. 

Rapid  City 

Bedingfield,  John  R.,  Jr 

Rapid  City 

Haas,  Stephen  N. 

Rapid  City 

Mangulis,  George  J. 

Philip 

♦Behrens,  Clayton  L. 

Rapid  City 

Hafner,  Daniel  J. 

Rapid  City 

Manoutchehri,  Amir  H. 

AZ 

Bell,  Barbara  L. 

Rapid  City 

Hamm,  Joseph  N. 

Rapid  City 

Massa,  Lawrence  L 

Sturgis 

Belsaas,  Rebecca  L. 

Rapid  City 

Hansen,  Craig  K. 

Rapid  City 

Mathews,  Michael  J. 

Rapid  City 

Bergeron,  Dale  A. 

Rapid  City 

Hare,  Helen  Jane 

Rapid  City 

Mattson,  William  J. 

Rapid  City 

Berkebile,  Dale  E. 

Rapid  City 

Harris,  Russell  H. 

Rapid  City 

McGuigan,  Patrick  M. 

Rapid  City 

Bloemendaal,  Robert  D. 

Rapid  City 

Hart,  Charles  E. 

Rapid  City 

♦Merryman,  Murlin  P. 

Rapid  City 

Blonder,  Scott  L. 

Rapid  City 

Hata,  Steven  K. 

Rapid  City 

Millea,  Roger  P. 

Rapid  City 

Bochna,  Gary  S. 

Rapid  City 

Haugan,  Haakon  O. 

Rapid  City 

Minton,  Timothy  P. 

Rapid  City 

Boddicker,  Marc  E. 

Rapid  City 

Hayes,  Craig  R. 

Deadwood 

Morgan,  Charles  H. 

Rapid  City 

♦Borgmeyer,  Henry  J. 

Rapid  City 

Hayes,  Robert  H. 

Wall 

Mortimer,  Sam  L. 

Rapid  City 

♦Boyce,  Raymond  A. 

Rapid  City 

Heirigs,  Ralph  A. 

Rapid  City 

♦Munson,  H.  Benjamin 

Rapid  City 

Boyer,  David  W. 

Rapid  City 

Herbst,  John  W. 

Deadwood 

Neu,  Norman  D. 

Rapid  City 

Brady,  Forrest  S. 

Spearfish 

Hercules,  Costas 

Rapid  City 

Nixon,  Robert  B. 

Rapid  City 

♦Branch,  Robert  F. 

Rapid  City 

Herlihy,  John  J. 

Rapid  City 

Nord,  Allen  E. 

Rapid  City 

Brandner,  Michael  D. 

Rapid  City 

Hermann,  Harland  T.,  Sr 

Rapid  City 

O’Brien,  Kristin 

Rapid  City 

♦Bray,  Robert  B. 

Rapid  City 

Hermann,  H.  Thomas,  Jr 

Sturgis 

O’Dell,  Ruth  M. 

Deadwood 

Brown,  Michael  J. 

Spearfish 

Hewitt,  John  M. 

Rapid  City 

Oliver,  Donald  E. 

Rapid  City 

Burnap,  Donald  W. 

Rapid  City 

Honke,  Sandra  J. 

Rapid  City 

O’Sullivan,  John 

Belle  Fourche 

Burnett,  Raymond  G. 

Rapid  City 

Howard,  William  J. 

Rapid  City 

♦Owen,  Gordon  S. 

Rapid  City 

Butz,  Gerald  W. 

Rapid  City 

Huot,  Samuel  W. 

Rapid  City 

Palmerton,  Ernest  S. 

Rapid  City 

Calhoon,  Stephen  L. 

Rapid  City 

Iverson,  Gregory  J. 

Rapid  City 

Parker,  Jeffrey  C. 

Spearfish 

♦Cameron,  Douglas  E. 

Rapid  City 

Jackson,  James  W. 

Rapid  City 

♦Perry,  William  J. 

Rapid  City 

Carlson,  Gary  L. 

Rapid  City 

Jacobson,  Theodore  R. 

Hot  Springs 

Pucelik,  James  S. 

Deadwood 

Cash,  Joseph  M. 

Rapid  City 

James,  Edward  H. 

Rapid  City 

Purdy,  Drew  A. 

Rapid  City 

♦Clark,  Bernard  S. 

Spearfish 

Janss,  Gerti  J. 

Rapid  City 

Quinn,  Robert  H. 

Rapid  City 

♦Cline,  James  A. 

NC 

Janss,  William  B. 

Rapid  City 

Ramos,  Manuel  F. 

Gettysburg 

Cornford,  Raymond  C. 

Rapid  City 

Jarmuskewicz,  James  R. 

Rapid  City 

♦Reinoehl,  Warren  L. 

Custer 

Cruse,  Joseph  R. 

Rapid  City 

Jenter,  George  W. 

Sturgis 

Renka,  Richard  P. 

Rapid  City 

Davies,  Michael  L. 

Fort  Meade 

Jentes,  Paul  K. 

Fort  Meade 

Ridenour,  Chester  I). 

Sturgis 

Dewald,  Allan  L. 

Rapid  City 

Jerde,  O.  Myron 

Fort  Meade 

Rieth,  Robert  David 

Rapid  City 

Drummond,  Ronald  G. 

Rapid  City 

Johnson,  Dave  R. 

Rapid  City 

Roberts,  Bob  H. 

Spearfish 

Dzintars,  Egon  F. 

Rapid  City 

Johnson,  Robert  K. 

Rapid  City 

Rosario,  Elmo  J. 

Rapid  City 

Dzintars,  Paul  F. 

Rapid  City 

Jones,  William  E. 

Sturgis 

Rud,  James  A. 

Rapid  City 

Ebbert,  Larry  P. 

Rapid  City 

♦Kelley,  Donald  H. 

Deadwood 

Ruud,  Edward  T. 

Rapid  City 

♦Elston,  John  T. 

Rapid  City 

Kelts,  K.  Alan 

Rapid  City 

Sabow,  John  I). 

Rapid  City 

Engelbrecht,  James  A. 

Rapid  City 

Klar,  Werner 

Fort  Meade 

Sandvik,  David  E. 

Rapid  City 

Ferrell,  Robert  L. 

Rapid  City 

Knecht,  John  F. 

Custer 

Sanmartin,  Jorge  E. 

Rapid  City 

Fetters,  Barbara  R. 

Hot  Springs 

Knutson,  Roger  S. 

Rapid  City 

♦Saxton,  Alton  J. 

NM 
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Schad,  C.S. 

Rapid  City 

Theissen,  Hubert  H. 

Rapid  City 

Welty,  Thomas  K. 

Rapid  City 

Sejvar,  Joseph  P. 

Rapid  City 

Tracer,  Charles  L. 

Rapid  City 

Wessel,  Alvin  E. 

Rapid  City 

Shining,  H,  Streeter 

Rapid  City 

Traub,  Douglas 

Rapid  City 

•Westaby,  Robert  S. 

Hot  Springs 

Slama,  David  D. 

Rapid  City 

Trinidad,  Reuben  B. 

Deadwood 

Whitney,  Nathaniel  R. 

Rapid  City 

Slingsby,  J.  Geoffrey 

Rapid  City 

Tschetter,  William  R. 

Rapid  City 

Wicks,  Dennis  R. 

Custer 

Slingsby,  John  B. 

Rapid  City 

VanEtten,  Donald  D. 

Rapid  City 

•Williams,  Francis  R. 

AZ 

Sridharan,  Malini 

Philip 

Vogele,  Kenneth  A. 

Rapid  City 

Wingert,  Robert  I. 

Rapid  City 

Stewart,  Richard  E. 

Fort  Meade 

Vosler,  Steven  T. 

Spearfish 

Wright,  Paul  L. 

Rapid  City 

Strand,  Ray  D. 

Rapid  City 

Waltman,  Steven  E. 

Rapid  City 

Yackley,  James  V. 

Rapid  City 

Sutliff,  Willis  C. 

Rapid  City 

Weitzenkamp,  Larry  A. 

Rapid  City 

Yamada,  Andrew  R. 

Rapid  City 

Swisher,  Lowell  P. 

Kadoka 

Welsh,  Gary  L. 

Rapid  City 

•Zanka,  Jaroslav  A. 

Rapid  City 

Tackett,  Daniel  M.  Rapid  City 

Pres,  Mary  Carpenter,  MD 

Welty,  Edith  R.  Rapid  City 

ROSEBUD 
DISTRICT  No  10 

Zielike,  Carol  M.  Rapid  City 

Sec/Treas,  John  Malm,  MD 

Berg,  Tony  L. 

Winner 

Malm,  John  A. 

Gregory 

Sweet,  Edwin  P. 

Burke 

Carpenter,  Mary 

Winner 

Moncholi,  Rosa 

Winner 

Tobin,  Gregg 

Winner 

Hanson,  Jeffrey 

Rosebud 

Nemer,  Raymond  G. 

Gregory 

Vogelgesang,  Lloyd 

Gregory 

Hogrefe,  Louis  H. 

CA 

Stiehl,  Robert  L. 

Winner 

Webb,  Melanie 

Winner 

NORTHWEST 
DISTRICT  No  11 


Pres,  Ben  Henderson,  DO 


Vice  Pres,  J.  D.  Collins,  MD 


Sec,  L.  M.  Linde,  MD 


Boyd,  Rock  F. 

Gettysburg 

Hewitt,  Gregory 

Gettysburg 

Ottenbacher,  John 

Clippinger,  Mark  S. 

Eagle  Butte 

Knowles-Smith,  Peter 

ND 

Peterson,  Jeffrey  L. 

Collins,  James  D. 

Mobridge 

Lawrence,  Ronald  R. 

AL 

Weiland,  Paul  J. 

Head,  Stephen 

Mobridge 

Linde,  Leonard  M. 

Mobridge 

Wunder,  James  F. 

Henderson,  Ben  J. 

Mobridge 

•Nolan,  Bernard  P. 

Mobridge 

Yecha,  David  J. 

Selby 

Mobridge 

Mobridge 

Mobridge 

Hoven 


WHETSTONE  VALLEY 
DISTRICT  No  12 


Pres,  Ben  Chaska,  MD 


Sec,  Kevin  Bjordahl,  MD 


Bartnick,  David  A. 
Bell,  Eldon  E. 
Bjordahl,  Kevin  L. 
Chaska,  Benjamin  W. 


Milbank  *Janavs,  Visvaldis 

DC  *Johnson,  Edward  A. 

Webster  Kass,  Joseph 

Webster  Nelson,  Lawrence  F. 


FL  Oey,  David  L.  T.  Sisseton 

Milbank  Staub,  David  W.  Sisseton 

Rosholt  Vanadurongvan,  Kanya  Milbank 

Webster  Vanadurongvan,  Vichit  Milbank 


•Indicates  Honorary  Member 


South  Dakota  State  Medical  Association  Roster  -1988 
Membership  --  Alphabetical  Listing 


Aanning,  Harald  L. 
Ahu-Ghazaleh,  Samir  Z. 
Adams,  Curtis  M. 
Adams,  Harold  P. 
Ahrlin,  H.  Lee,  Jr 
•Ahrlin,  Hollis  L. 
Akerson,  Robert  D. 
Albano,  Paterno  C. 
•Alcorn,  Floyd  A. 

Allen,  Bruce  H. 


Yankton 
Sioux  Falls 
Yankton 
Huron 
Rapid  City 
Rapid  City 
Rapid  City 
Aberdeen 
Sioux  Falls 
Rapid  City 


Allen,  Robert  G.,  Jr 
Allen,  Stanley  W.,  Jr 
Altman,  Stanley  B. 
Altstiel,  Terry  L. 
Alvine,  Frank  G. 
Amundson,  Loren  H. 
Andersen,  Calvin  F. 
Anderson,  A.  Byford 
Anderson,  Courtney 
Anderson,  Dale  R. 


Rapid  City 
Watertown 
Aberdeen 
Fort  Meade 
Sioux  Falls 
Sioux  Falls 
Aberdeen 
Dead  wood 
Sioux  Falls 
Rapid  City 


Anderson,  Edward  F. 
Anderson,  Esther  E. 
Anderson,  James  A. 
Anderson,  Keith  A. 
•Anderson,  Warren  R. 
Anderson,  Wayne  J. 
Angelos,  Theodore  A. 
Argabrite,  John  W. 
•Arneson,  Wallace  A. 
Arnold,  George  H. 


Sioux  Falls 
Aberdeen 
Huron 
Sioux  Falls 
Sioux  Falls 
Deadwood 
Canton 
Watertown 
Sioux  Falls 
Rapid  City 
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Ashbaugh,  James  H. 
•Askwig,  Leroy  C. 
Aspaas,  Paul  K.,  Jr 
•Aspaas,  Paul  K.,  Sr 
Augspurger,  Ken  D. 


Deadwood 

AZ 

Sioux  Falls 
Dell  Rapids 
Sioux  Falls 


Austin,  Susan  Wessington  Springs 


Baas,  Walter  P. 
Bachmayer,  Jay  D. 
Bahnson,  Berne  B. 
•Bailey,  John  D. 

Bailey,  Stephen  P. 
Baltodano,  Neyton 
Bandiera,  Samuel  J. 
Bareis,  Reuben  J. 

Barker,  John  D.,  Jr 
Barlow,  John  F. 

Barnett,  George  L. 
Bartholomew,  Kenneth  A. 
Bartnick,  David  A. 
Bartron,  G.  Robert 
•Bartron,  Harry  J.,  Jr 
Bass,  James,  Jr 
Bauer,  Barry  C. 

Bauman,  Mary  Ann 
Bauman,  Randell  E. 

Bean,  David  W. 
Bedingfield,  John  R.,  Jr 
•Behrens,  Clayton  L. 
Belatti,  Richard  G. 


Mitchell 
Aberdeen 
Sioux  Falls 
Rapid  City 
Rapid  City 
Arlington 
Brookings 
Rapid  City 
Sioux  Falls 
Rapid  City 
Sioux  Falls 
Faulkton 
Milbank 
Watertown 
Watertown 
Rapid  City 
Sioux  Falls 
Sioux  Falls 
Rapid  City 
Sioux  Falls 
Rapid  City 
Rapid  City 
Sioux  Falls 


Bell,  Barbara  L. 

Bell,  Eldon  E. 

Bell,  G.  Robert 
Belsaas,  Rebecca  L. 
Belyea,  Mark  E. 
Benson,  Gail  M. 

Bentz,  Jerome  W. 

Berg,  Sterling 
Berg,  Tony  L. 

Bergeron,  Dale  A. 
Berkebile,  Dale  E. 
Berry,  Jack  T. 

Berry,  Scott  H. 

Bess,  Michael  A. 

Bhat,  Dileep  S. 

Bhatti,  Tajammul  H. 
Bieberly,  Frank  G.,  Jr 
Billion,  John  J. 

Billion,  Stephen  P. 
•Billion,  Thomas  J.,  Jr 
Binder,  Clifford  F. 
Birkenkamp,  Ray  T. 
Bjordahl,  Kevin  L. 
•Bloemendaal,  Gerrit  J. 
Bloemendaal,  Robert  D. 
Blonder,  Scott  L. 

Boade,  Werner  A. 
Bochna,  Gary  S. 
Boddicker,  Marc  E. 
Bolliger,  Eugene 
Boom  , Paul  J.,  Jr 
•Borgmeyer,  Henry  J. 
Bormes,  William  A. 
•Boyce,  Raymond  A. 
Boyd,  Rock  F. 

Boyer,  David  W. 


Rapid  City 
DC 
DeSmet 
Rapid  City 
Huron 
Sioux  Falls 
Platte 
Redfield 
Winner 
Rapid  City 
Rapid  City 
Mitchell 
Aberdeen 
Sioux  Falls 
Mitchell 
Sioux  Falls 
Chamberlain 
Sioux  Falls 
Sioux  Falls 
Sioux  Falls 
Chamberlain 
Mitchell 
Webster 
Ipswich 
Rapid  City 
Rapid  City 
Sioux  Falls 
Rapid  City 
Rapid  City 
Chamberlain 
Pierre 
Rapid  City 
Aberdeen 
Rapid  City 
Gettysburg 
Rapid  City 


Brady,  Forrest  S. 
Braithwaite,  Thomas  M. 
•Branch,  Robert  F. 
Brandenburg,  Verdayne 
Brandner,  Michael  D. 
•Bray,  Robert  B. 
Brechtelsbauer,  David  A. 
•Breit,  Donald  H. 
Brewer,  Marshall  L. 
Broadhurst,  Kennon  E. 
•Brookman,  Bruce  T. 
Brown,  Delbert  L. 

Brown,  Michael  J. 

Brown,  Robert  H. 

Bruins,  George  S. 
Bruning,  Gary  L. 
•Brzica,  Stephen  M. 
Bubak,  Gary  A. 
Buchanan,  David  J. 
Buchholz,  Carole 
Buchholz,  Curtis 
Bucy,  Christine  F. 
Bunker,  Thomas  G. 
Burgers,  James  W. 
Burke,  Edmund  C. 
Burkhart,  Thomas  J. 
Burnap,  Donald  W. 
Burnett,  Raymond  G. 
Burns,  Howard  W. 
•Burns,  Kendall  R. 


Spearfish 
Sioux  Falls 
Rapid  City 
Sioux  Falls 
Rapid  City 
Rapid  City 
Sioux  Falls 
Sioux  Falls 
Sioux  Falls 
Aberdeen 
Wagner 
Sioux  Falls 
Spearfish 
Canada 
Sioux  Falls 
Flandreau 
Sioux  Falls 
Wagner 
Huron 
Huron 
Huron 
Sioux  Falls 
Aberdeen 
Brandon 
MN 

Sioux  Falls 
Rapid  City 
Rapid  City 
Sioux  Falls 
Sioux  Falls 


Burrish,  Gene  F.  Sioux  Falls 

Burt,  Roy  G.  Aberdeen 

Butz,  Gerald  W.  Rapid  City 


Calhoon,  Stephen  L. 
•Cameron,  Douglas  E. 
Carlson,  Gary  L. 
Carlson,  Walter  O. 
Carpenter,  Mary  S. 
Carpenter,  Paul  L. 
Carrera,  Jose 
Carroll,  Nancy  L. 
Carter,  Guy  A. 

Carter,  Peter  B„ 
Carter,  Roger  L. 

Cash, Joseph  M. 

Cass,  Joseph  R. 
Cavanaugh,  Dennis  J. 
Chalmers,  James  H. 
Chang,  Joe  P. 

Chaska,  Benjamin  W. 
Chavier,  Juan  R. 
Chicoine,  Noel  D. 

Cho,  Dong  S. 

Cho,  Myung  J. 
Christensen,  Martin  J. 
Christopher,  John  R. 
•Church,  Bill 
Cink,  Thomas  M. 
•Clark,  Bernard  S. 
•Clark,  Carroll  J. 
Clark,  Edward  T. 
•Cline,  James  A. 
Clippinger,  Mark  S. 
•Collins,  E.  Howard 
Collins,  James  D. 


Rapid  City 
Rapid  City 
Rapid  City 
Sioux  Falls 
Winner 
Sioux  Falls 
Sioux  Falls 
Sioux  Falls 
Sioux  Falls 
Aberdeen 
Watertown 
Rapid  City 
Sioux  Falls 
Huron 
Sioux  Falls 
Aberdeen 
Webster 
Aberdeen 
Pierre 
Sioux  Falls 
Sioux  Falls 
Mitchell 
Aberdeen 
Sioux  Falls 
Sioux  Falls 
Spearfish 
Watertown 
Sioux  Falls 
NC 

Eagle  Butte 
Gettysburg 
Mobridge 


Cornford,  Raymond  C.  Rapid  City 
Cosand,  Marion  R.  Pierre 


Crandell,  Michael 
Crank,  Robert  N. 
Cruse,  Joseph  R. 
Cruz,  David  F. 
Cutshall,  Vincent 


P.  Kennebec 

Watertown 
Rapid  City 
Corsica 
K.  AR 


Dahl,  Robert  K. 
Davies,  Michael  L. 
Daw,  Edward  F, 
Day,  Richard  P. 
Dean,  Roscoe  E 
Dean,  Thomas 


Sioux  Falls 
Fort  Meade 
Sioux  Falls 
Sioux  Falls 
Wessington  Springs 
Wessington  Springs 


DeClark,  Robert  P. 
DeGeest,  James  H. 
Delaney,  Michael  K. 
•Delaney,  Robert  J. 
Delaney,  Thomas  P. 
•Delaney,  William,  Jr 
Dendinger,  William  J. 
Desai,  Bhasker  J. 
Devick,  John  S. 

Devick,  Margaret  R. 
Dewald,  Allan  L. 
Dilger,  Joseph  T. 
Ditmore,  Harry  B. 
Donahoe,  John  W. 
Donnellan,  William 
Drummond,  Ronald  G. 
Drymalski,  Walter  G. 
D’Souza,  Edward  P. 
Duggan,  Robert 
Dzintars,  Egon  F. 
Dzintars,  Paul  F. 
Dzintars,  Valdis  A. 


Sioux  Falls 
Miller 
Mitchell 
Mitchell 
Mitchell 
Mitchell 
Vermillion 
Watertown 
Colton 
Canton 
Rapid  City 
Mitchell 
Brookings 
Sioux  Falls 
Sioux  Falls 
Rapid  City 
Sioux  Falls 
Aberdeen 
MD 
Rapid  City 
Rapid  City 
Sioux  Falls 


Easton,  Jessie  K.M. 
Ebbert,  Larry  P. 
Ecklund,  Scott  W. 
Eckrich,  Jerome  A.,  Jr. 
•Eirinberg,  Isadore  D. 
Elkjer,  Neil  J. 
Ellerbusch,  David  A. 
Elson,  David  L. 
•Elston,  John  T. 
Engelbrecht,  James  A. 
English,  Gilbert  L. 
•Ensberg,  Dorence  L. 
Epp,  Dennis  L. 
Erickson,  David  K. 


Sioux  Falls 
Rapid  City 
Sioux  Falls 
Aberdeen 
Sioux  Falls 
Sioux  Falls 
Aberdeen 
Sioux  Falls 
Rapid  City 
Rapid  City 
Sioux  Falls 
Sioux  Falls 
Freeman 
Dell  Rapids 


Fahrenwald,  Myron  E. 
Faithe,  Rose 
Famestad,  Gary  L. 
•Farrell,  Harry  W. 
Farritor,  Michael  E. 
Fedt,  Donald  N. 
Feeney,  Steven  P. 
Fenton,  Lawrence  J. 
Ferrell,  Michael  R. 
Ferrell,  Robert  L. 
Ferrell,  Robert  T. 
Fetters,  Barbara  R. 
Fiegen,  Michael  M. 
Finley,  Richard  C. 


Aberdeen 
Sioux  Falls 
NM 
Sioux  Falls 
Sioux  Falls 
Watertown 
Estelline 
Sioux  Falls 
Sioux  Falls 
Rapid  City 
Yankton 
Hot  Springs 
Sioux  Falls 
Rapid  City 
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Finley,  Robert 

Rapid  City 

Hagen,  Jeffrey  B. 

Sioux  Falls 

Holzwarth,  David  R. 

Yankton 

Finley,  Victoria  Kosters 

Rapid  City 

Haley,  Michael  D. 

Mitchell 

Honke,  Richard  W.,  II 

Parkston 

Finney,  Lawrence  W. 

Sioux  Falls 

Halliday,  David  J.  Lake  Preston 

Honke,  Sandra  J. 

Rapid  City 

Fisher,  Steven  E. 

Custer 

Halverson,  Kenneth 

Yankton 

Horner,  William  J. 

Sioux  Falls 

•Fisk,  Robert  G. 

Flandreau 

Hamm,  Joseph  N. 

Rapid  City 

Horning,  James  R. 

Watertown 

Fletcher,  Harold  J. 

Vermillion 

Hanna,  Marwan  D.  Saudi  Arabia 

Hosen,  Richard  S. 

Sioux  Falls 

Flohr,  Charles  E. 

Mitchell 

Hansen,  Craig  K. 

Rapid  City 

Hoskins,  John  H. 

Sioux  Falls 

Flora,  Jon  0, 

Yankton 

Hanson,  Bernie  H.P. 

Watertown 

Hoversten,  David  L. 

Sioux  Falls 

Flora,  George  C. 

Sioux  Falls 

Hanson,  Jeffrey  W. 

Huron 

Hovland,  James  I. 

Aberdeen 

Foley,  Robert  j. 

Tyndall 

Hanson,  William  O. 

Huron 

Howard,  William  J. 

Rapid  City 

Foley,  Stephen  T. 

Sioux  Falls 

Hardie,  Richard  D. 

Sioux  Falls 

Howe,  Jerome  K. 

Mitchell 

Foss,  J,  Frank 

Sioux  Falls 

Harding,  Frank  B. 

Watertown 

Hoxtell,  Eugene  O. 

Sioux  Falls 

Frank,  John  J. 

Yankton 

Hare,  Helen  Jane 

Rapid  City 

Hsu,  Ven  C. 

Aberdeen 

Franz,  Daniel 

Rapid  City 

Harlow,  Mark  C. 

Aberdeen 

Huber,  Joel  B. 

Redfield 

Freeman,  Jerome  W. 

Sioux  Falls 

Harms,  Robert  W. 

Sioux  Falls 

Huber,  Thomas  J. 

Pierre 

Freimark,  Lyle  G. 

Rapid  City 

Harris,  Frederick  L. 

Sioux  Falls 

Hubner,  Jay  W. 

Yankton 

•Friefeld,  Saul 

MN 

Harris,  Mary  H. 

Sioux  Falls 

Huet,  William  G.M. 

Huron 

Friess,  Richard  W. 

Sioux  Falls 

Harris,  Russell  H. 

Rapid  City 

Hughes,  Howard  D. 

Clear  Lake 

Fritz,  John  R. 

Aberdeen 

Hart,  Charles  E. 

Rapid  City 

Humphreys,  Donald  W. 

Sioux  Falls 

Fromm,  Harold  E. 

Rapid  City 

Hart,  Harvey  J. 

Aberdeen 

Huot,  Samuel  W. 

Rapid  City 

Frost,  Donald  M. 

Sioux  Falls 

Hartmann,  Alfred  E. 

Sioux  Falls 

•Huppler,  Edward  G. 

MN 

Frost,  Harold  L. 

Rapid  City 

Hartzell,  Allan  J. 

Sioux  Falls 

Hurley,  Brian  T. 

Sioux  Falls 

Fuller,  William  C. 

Sioux  Falls 

Hassan,  Adel  A.F. 

Madison 

Hurley,  Timothy  E. 

Sioux  Falls 

Fumia,  Fred  D. 

Sioux  Falls 

Hata,  Steven  K. 

Rapid  City 

Hussain,  Rifat 

Sioux  Falls 

Haugan,  Haakon  O. 

Rapid  City 

Hyland,  Lowell  J. 

Sioux  Falls 

Gaeckle,  C.  Thomas 

Sioux  Falls 

Hayes,  Craig  R. 

Deadwood 

Gaede,  James  E. 

Mitchell 

Hayes,  Robert  H. 

Wall 

Ingvoldstad,  James  P. 

Sioux  Falls 

Gaetze,  Jane 

Mitchell 

Head,  Stephen 

Mobridge 

Isburg,  Carroll  D. 

Yankton 

Gebhardt,  Daniel  J. 

Spearfish 

Heck,  Louis  J. 

Yankton 

Iverson,  Gregory  J. 

Rapid  City 

Gehring,  Stephen  H, 

Watertown 

Heidorn,  Richard  G. 

Clear  Lake 

George,  Robert  J. 

Sioux  Falls 

Heilman,  Bernard  F. 

Madison 

Jackson,  James  W. 

Rapid  City 

Gerber,  Bernard  C. 

Aberdeen 

Heinemann,  Daniel  J. 

Canton 

Jacobs,  Tad  B. 

Flandreau 

Gerber,  Jean  L. 

Aberdeen 

Heinemann,  Phyllis  E. 

Aberdeen 

Jacobson,  Theodore  R. 

Hot  Springs 

Gere,  Richard  G. 

Mitchell 

Heinrichs,  Eberhard  H. 

Vermillion 

Jahraus,  R.  Curtis 

Pierre 

Gerrish,  Catherine  C. 

Watertown 

Heirigs,  Ralph  A. 

Rapid  City 

James,  Edward  H. 

Rapid  City 

Gerrish,  Edwin  S. 

Watertown 

Heisinger,  Randolph  W. 

Aberdeen 

Jameson,  G.  Malcolm 

Yankton 

Giebink,  Robert  R. 

Sioux  Falls 

Heisler,  Jean  A 

Sioux  Falls 

•Janavs,  Visvaldis 

FL 

•Gilbert,  Freeman  J. 

Belle  Fourche 

Held,  William  E. 

Sioux  Falls 

Janis,  John  B. 

Sioux  Falls 

Gill,  Timothy  J. 

Rapid  City 

Henderson,  Ben  J. 

Mobridge 

Janss,  Gerti  J. 

Rapid  City 

Gillis,  Floyd  D.,  Jr. 

Mitchell 

Hendricks,  Mark  R. 

WI 

Janss,  William  B. 

Rapid  City 

Gilmore,  Howard  T. 

Yankton 

Henrickson,  Lynn  A. 

Sioux  Falls 

Janusz,  Albin  J. 

Aberdeen 

Giridhar,  Sanjeevi 

Aberdeen 

Henrickson,  Robert  G. 

Sioux  Falls 

Jaqua,  Richard  A. 

Sioux  Falls 

Giuseffi,  Steven  A. 

Spearfish 

•Henry,  Robert  B. 

Brookings 

Jarmuskewicz,  James  R. 

Rapid  City 

Gold,  Donald  D.,  Jr 

Sioux  Falls 

Herbst,  John  W. 

Deadwood 

Javurek,  Anthony  J. 

Sioux  Falls 

Golliher,  Warren  N. 

Spearfish 

Hercules,  Costas 

Rapid  City 

Jenter,  George  W. 

Sturgis 

Goodhope,  Robert  C. 

Fort  Meade 

Herlihy,  John  J. 

Rapid  City 

Jentes,  Paul  K. 

Fort  Meade 

Graff,  Randall  P. 

Deadwood 

Hermann,  Harland  T.,  Sr 

Rapid  City 

Jerde,  O.  Myron 

Fort  Meade 

Graham,  Donald  B. 

Sioux  Falls 

Hermann,  H.  Thomas,  Jr 

Sturgis 

Johnson,  Carl  J. 

CO 

Gram,  Thomas  J. 

WI 

•Hermanson,  John  M. 

Brandon 

Johnson,  Dave  R. 

Rapid  City 

Gray,  John  R. 

Sioux  Falls 

Herrin,  Gerald  R. 

Pierre 

Johnson,  Dennis  L. 

Sioux  Falls 

Green,  Marc  A. 

Sioux  Falls 

Hewitt,  Gregory  * 

Gettysburg 

♦Johnson,  Edward  A. 

Milbank 

•Greenfield,  Duane  L. 

Sioux  Falls 

Hewitt,  John  M. 

Rapid  City 

Johnson, Jorge  H. 

Sioux  Falls 

•Gregg,  John  B. 

Sioux  Falls 

Hockett,  Richard  D. 

Mitchell 

Johnson,  R.C. 

Sioux  Falls 

Groote,  Curtis  A. 

Spearfish 

•Hofer,  Emil  A. 

Huron 

Johnson,  Robert  K. 

Rapid  City 

Gross,  H.  Phil 

Sioux  Falls 

Hoffman,  Wendell  W. 

Sioux  Falls 

Johnson,  Thomas  C. 

Yankton 

•Grove,  M.  Stuart 

Sioux  Falls 

Hoffmann,  Jay  W. 

Mitchell 

Johnson,  Thomas  K. 

Aberdeen 

Gryte,  Clifford  F. 

Huron 

Hoffsten,  Phillip  E. 

Pierre 

Johnson,  Virginia  P. 

Vermillion 

Gunderson,  Dale  E. 

Yankton 

Hogrefe,  Louis  H. 

CA 

Jones,  Frank  E. 

Sioux  Falls 

Gunnarson,  Richard  E. 

Sioux  Falls 

Hogue,  Michael  E. 

Sioux  Falls 

Jones,  James  A. 

Sioux  Falls 

Gutch,  Charley  F. 

Sioux  Falls 

Hohm,  Byron  T. 

Sioux  Falls 

Jones,  John  B.  Chamberlain 

Gutnik,  Leonard  M. 

Sioux  Falls 

Hohm,  Paul  H. 

Huron 

Jones,  Warren  L. 

Sioux  Falls 

Gutnik,  Steve  H. 

Sioux  Falls 

Hohm,  Robert  C. 

Huron 

Jones,  William  E. 

Sturgis 

Gwinn,  Charles  B. 

Hot  Springs 

•Hohm,  Theodore  A. 

Huron 

Judge,  John  O. 

Mitchell 

Holkesvick,  Reid  E. 

Aberdeen 

Justice,  Michael  W. 

Dell  Rapids 

Haas,  Stephen  N. 

Rapid  City 

Holland,  Lambert  W.  Chamberlain 

Hafmer,  Daniel  J. 

Rapid  City 

Holm,  Richard  P. 

Brookings 

Kalda,  Ellison  F. 

Platte 
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Kalda,  Ellison  F.,  II 

Sioux  Falls 

Looby,  Thomas  L. 

Sioux  Falls 

Murray,  Jeffrey  A. 

Sioux  Falls 

Kangley,  Daniel  J. 

Sioux  Falls 

Loos,  Charles  M. 

Rapid  City 

Mutch,  Milton  G.,  Jr 

Sioux  Falls 

Kapur,  Hiroo  R. 

Huron 

Lord,  Charles  J. 

Rapid  City 

Myrmoe,  Arlin  M. 

Aberdeen 

Kapur,  Ravi 
Karlen,  Louis  W. 

Huron 

DeSmet 

Lovrien,  Fred  C. 
Luechtefeld,  Nancy 

Sioux  Falls 
Sioux  Falls 

Naughton,  Gregory 

Sioux  Falls 

Kass,  Joseph 

Rosholt 

Lushbough,  Bruce  C. 

Brookings 

Neidich,  Gary  A. 

Sioux  Falls 

Kaufman,  Irvin  I. 

Freeman 

Luzier,  Thomas  L. 

Aberdeen 

Nelimark,  Robert  A. 

Sioux  Falls 

Kazi,  K.  Stephen 

Aberdeen 

Lyso,  Melford  B. 

Yankton 

Nelson,  Earl  G. 

Viborg 

•Kelley,  Donald  H. 
Kelts,  K.  Alan 

Deadwood 
Rapid  City 

Mabee,  Judson  O. 

Mitchell 

Nelson,  Lawrence  F. 
Nelson,  Parry  S. 

Webster 

Watertown 

Kemp,  Earl  D. 

Sioux  Falls 

Mabee,  Lee  M. 

Sioux  Falls 

Nelson,  Richard  A. 

Sioux  Falls 

Kennedy,  Daniel  J. 

Sioux  Falls 

•Mabee,  Oscar  J. 

Mitchell 

Nelson,  Robert  E. 

Sioux  Falls 

•Kershner,  Calvin  M. 

Brookings 

MacRandall,  Daniel  G. 

Sioux  Falls 

Nemer,  Raymond  G. 

Gregory 

•King,  Lyndon  M.,  Jr 

Sioux  Falls 

Madison,  Dean  L. 

Sioux  Falls 

Neu,  Norman  D. 

Rapid  City 

King,  Patrick  H. 

Yankton 

Magidson,  Melvin  A. 

Sioux  Falls 

Neu,  Steven  E. 

WI 

•Kittelson,  H.  Otis 

Sioux  Falls 

Magnuson,  Gregory  L. 

Sioux  Falls 

Neubauer,  Jo  Marie 

Yankton 

Klar,  Werner 

Fort  Meade 

Malm,  John  A. 

Gregory 

Neumayr,  Robert  J. 

Yankton 

Knecht,  John  F. 

Custer 

Malters,  David  T. 

Mitchell 

Nice,  Richard  F. 

Sioux  Falls 

•Knowles,  Roy  C. 

Sioux  Falls 

Matters,  Patricia  B. 

Mitchell 

Nicholas,  George  A. 

Huron 

Knowles-Smith,  Peter 

ND 

Mangulis,  George  J. 

Philip 

Nielsen,  James  L. 

Dell  Rapids 

Knudson,  Donald  II. 

Sioux  Falls 

Manoutchehri,  Amir  H. 

AZ 

Nixon,  Robert  B. 

Rapid  City 

Knutson,  Dennis  D. 

Sioux  Falls 

•Maresh,  Everett  R. 

Sioux  Falls 

•Nolan,  Bernard  P. 

Mobridge 

Knutson,  Roger  S. 

Rapid  City 

Margallo,  Lucio  N.,  11 

Mitchell 

Nord,  Allen  E. 

Rapid  City 

Kocourek,  Bruce  W. 

Parkston 

Mark,  Curtis  L. 

Viborg 

Nord,  Wesley  J. 

Sioux  Falls 

•Kohlmeyer,  Frederick  C.  Sioux  Falls 

Massa,  Lawrence  L 

Sturgis 

Nordstrom,  Donald  G. 

Sioux  Falls 

Kom,  Carlton  J. 

Aberdeen 

Masterson,  Thomas  E. 

Sioux  Falls 

•Norgello,  Vikentijs 

Sioux  Falls 

Koob,  K.  Gene 
•Keren,  Paul  H. 

Sioux  Falls 
Rapid  City 

Mathews,  Michael  J. 
Mattson,  William  J. 

Rapid  City 
Rapid  City 

Oakland,  James  A. 

Sioux  Falls 

Kortum,  Cynthia  L, 

Huron 

Matustik,  M.  Cassandra 

Sioux  Falls 

O’Brien,  Charles  P. 

Sioux  Falls 

Kosse,  Karl  H. 

Aberdeen 

McFee,  John  L. 

Bowdle 

O’Brien,  Kristin 

Rapid  City 

Kovarik,  Joseph  A. 

Rapid  City 

McGee,  Robert  C. 

Aberdeen 

O’Brien,  Peter  J. 

Sioux  Falls 

Kovarik,  Richard  A. 

Rapid  City 

McGrann,  James  R. 

Sioux  Falls 

Ochsner,  John  A. 

Sioux  Falls 

Kovarik,  Stephen  M. 

Rapid  City 

•McGreevy,  John  V. 

Sioux  Falls 

O’Dell,  Ruth  M. 

Deadwood 

Kovarik,  Wenzel  J. 

Rapid  City 

McGreevy,  Patrick  S. 

Sioux  Falls 

Odland,  Winston  B. 

Aberdeen 

Krafka,  Thomas  L. 

Rapid  City 

McGuigan,  Patrick  M. 

Rapid  City 

Oey,  David  L.  T. 

Sisseton 

Kramer,  Charles  G.  Fort  Thompson 

McHale,  Michael 

Sioux  Falls 

Ofstein,  Lewis  C. 

Sioux  Falls 

Kullbom,  James  B. 

Rapid  City 

McHardy,  Bryson  R. 

Aurora 

Ohrt,  David  W. 

Sioux  Falls 

Kunz,  James  A. 

Rapid  City 

McIntosh,  George  F. 

Eureka 

Olegario,  Filemon  E.,  Jr 

Mitchell 

Kurch,  Julie  Ann 

Huron 

McKercher,  Scott  W. 

Sioux  Falls 

Oliver,  Donald  E. 

Rapid  City 

Kwan,  Francis  P. 

Rapid  City 

McKichan,  John  M. 

Aberdeen 

Olson,  Jennifer  J. 

Sioux  Falls 

Lakstigala,  Peters  E. 

Sioux  Falls 

McManus,  Terence  B. 
McMillin,  J.  Michael 

Sioux  Falls 
Sioux  Falls 

Olson,  Michael  L. 
Olson,  Steven  P. 

Sioux  Falls 
Sioux  Falls 

Lamb,  Marlin  R. 

Watertown 

McVay,  Michael  R. 

Yankton 

Olson,  Thomas  H. 

Vermillion 

•Lampert,  Arthur  A.,  Jr 

Rapid  City 

McWhirter,  Robert  E. 

Mitchell 

•Opheim,  Warren  L. 

Sioux  Falls 

•Lampert,  Arthur  A.,  Sr 

Rapid  City 

Mendoza,  Enrique  F. 

Aberdeen 

Opheim,  Warren  O.V. 

Sioux  Falls 

Landes,  Richard  D. 

Sioux  Falls 

•Merryman,  Murlin  P. 

Rapid  City 

Orr,  Russell  T. 

Sioux  Falls 

Landgraf,  Charles  W. 

Hot  Springs 

Messner,  Frank  D. 

Yankton 

Qrtmeier,  Denny  G. 

Sioux  Falls 

Lang,  Durward  M. 

Sioux  Falls 

Meyer,  Larry  A. 

Yankton 

Ostby,  Jason  R. 

Watertown 

Lang,  Terry  A. 

Sioux  Falls 

Meyer,  Robert  J. 

Watertown 

Ostrowski,  Susan  M. 

Eureka 

Lankhorst,  Barry  J. 

Sioux  Falls 

Meyer,  Vaughn  H. 

Sioux  Falls 

O’Sullivan,  John  Belle  Fourche 

Laput,  Aleksandra  M. 

Sioux  Falls 

Mikkelsen,  Beth 

Sioux  Falls 

•Otey,  Bedford  T. 

r landreau 

Lardinois,  Clifford  C.,  Sr 

Huron 

Millea,  Roger  P. 

Rapid  City 

Ottenbacher,  John 

Selby 

Larsen,  Laura  J.R. 

Sioux  Falls 

Minton,  Timothy  P. 

Rapid  City 

•Owen,  Gordon  S. 

Rapid  City 

Larson,  James  C. 

Watertown 

Moench,  Jerry  L. 

Sioux  Falls 

Owens,  Leycester,  Jr 

Sioux  Falls 

Larson,  Leland  J. 

Sioux  Falls 

Mogen,  Mark  P. 

Aberdeen 

Owens,  Raymond  J. 

Sioux  Falls 

Larson,  Paul  M. 
Lauer,  David  A. 

Watertown 

Sturgis 

Mohler,  Charles  W. 
Moncholi,  Rosa 

Sioux  Falls 
Winner 

Palmerton,  Ernest  S. 

Rapid  City 

Lawrence,  Ronald  R. 

AL 

Monfore,  James  E. 

Miller 

Park,  Dai  H. 

Pierre 

Lee,  Robert  E. 

Fort  Meade 

Monson,  Charles  I). 

Parkston 

Parker,  Jeffrey  C. 

Spearfish 

Lee,  Si  Gaph 

Sioux  Falls 

Morgan,  Charles  II. 

Rapid  City 

Parry,  Rodney  R. 

Sioux  Falls 

•Leon,  Paul  R. 

Aberdeen 

Morris,  Alan  D. 

Sioux  Falls 

•Pasek,  Edward  A. 

Sioux  Falls 

Lewis,  Charles  A. 

Sturgis 

Mortimer,  Sam  L. 

Rapid  City 

•Patt,  Walter 

AR 

Liedtke,  Curtis  J. 

Sturgis 

Mueller,  Eric  H. 

Tripp 

Patterson,  David  M. 

Redfield 

Likness,  Clark  W. 

Watertown 

Munson,  David  P. 

Sioux  Falls 

Paul,  K-Lynn 

Sioux  Falls 

Lindblooin,  Buron  O. 

Pierre 

•Munson,  H.  Benjamin 

Rapid  City 

Payne,  Harlan  A. 

Sioux  Falls 

Linde,  Leonard  M. 

Mobridge 

Murphy,  Karla  K. 

Aberdeen 

Pederson,  Kim  A. 

Sioux  Falls 
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♦Peeke,  Alonzo  P. 
♦Peik,  Donald  J. 
Pekas,  Michael  W„ 
Pennington,  Vanss 
•Perry,  William  J. 
Pesce,  Wises 
Petereit,  Martin  F. 
Peters,  Edward  H. 
Peters,  Patricia  A. 
Peterson,  Jeffrey  L. 
Peterson,  Karl  G. 
Peterson,  Kenneth  B. 
Peterson,  Linda  R. 
Petres,  Anthony 
Piro,  David  F. 
Pitt-Hart,  Barry  T. 
♦Plowman,  Elven  T. 
Plummer,  Richard  L. 
♦Porter,  Maynard 
Porter,  Richard  I. 
Potas,  David  G. 
Provow,  Susan  R. 
Pucelik,  James  S. 
Pullen,  Myrick  W. 
Purdy,  Drew  A. 
Putnam,  Wesley  D. 

Quale,  James  L. 
Quinn,  Robert  H. 

Radack,  Morris  L. 
Ramig,  Susan  W. 
Ramos,  Manuel  D. 
Ramos,  Manuel  F. 
Ramsay,  John  D. 
Randall,  Bradley  B. 
Ranney,  Brooks 
Raszkowski,  Robert  R. 
Read,  Ralph  L„ 
♦Reagan,  James  L. 
Reaney,  Duane  B. 
Reding,  Arthur  P. 
Redmond,  Warren  J. 
Reed,  Richard  C. 
Regier,  Eugene  R. 
Reinertsen,  Karen  J. 
♦Reinoehi,  Warren  L. 
Renka,  Richard  P. 
Reynolds,  James  R. 
Rhoades,  Marques  E. 
Richards,  George  A. 
Ridenour,  Chester  D. 
Ries,  Dennis  D. 
♦Riesberg,  Elsa 
Rieth,  Robert  David 
Rietz,  Robert  R„ 
Rittmann,  John  E. 
Robbins,  John  K. 
Roberts,  Bob  H. 

Roberts,  Charles  S.,  Jr 
♦Rodine,  John  C. 
Rodman,  Peter  K. 
Rogotzke,  Kenneth  H. 
Rolfsmeyer,  Eric  S. 
Romanic,  Bruce  M. 
Rosario,  Elmo  J. 


Volga 
Sioux  Falls 
Sioux  Falls 
Sioux  Falls 
Rapid  City 
Yankton 
Sioux  Falls 
Sioux  Falls 
Sioux  Falls 
Mobridge 
Sioux  Falls 
Watertown 
Watertown 
Salem 
Watertown 
Sioux  Falls 
Brookings 
Sioux  Fa'ls 
Parkston 
Yankton 
Yankton 
Vermillion 
Deadwood 
Yankton 
Rapid  City 
Sioux  Falls 

Sioux  Falls 
Rapid  City 

Yankton 
Aberdeen 
Scotland 
Gettysburg 
Brookings 
Sioux  Falls 
Yankton 
Sioux  Falls 
Sioux  Falls 
Garretson 
Yankton 
Marion 
Aberdeen 
Sioux  Falls 
Canton 
Sioux  Falls 
Custer 
Rapid  City 
Sioux  Falls 
Yankton 
Sioux  Falls 
Sturgis 
Freeman 
Aberdeen 
Rapid  City 
Brookings 
Watertown 
Huron 
Spearfish 
Brookings 
Aberdeen 
Sioux  Falls 
Watertown 
Sioux  Falls 
Salem 
Rapid  City 


Rossing,  David  R. 
Rossing,  William  O. 
Rost,  Michael  C. 
♦Rousseau,  Maurice  C. 
Rud,  James  A. 

Rud,  John  M. 

Ruud,  Edward  T. 

Ryan,  James  E. 
Rydberg,  Mitchel  L. 


Sioux  Falls 
Sioux  Falls 
Sioux  Falls 
Watertown 
Rapid  City 
Brookings 
Rapid  City 
Sioux  Falls 
Dell  Rapids 


Sabow,  John  D. 

Salem,  Anthony  G. 
Sail,  John  C. 

Salmeia,  Steven  R. 
Saloum,  Herbert  A. 
Sample,  Richard  G. 
Sanchez,  Gonzalo  M. 
♦Sanders,  Mary  E. 
Sanderson,  Everett  W. 
Sandvik,  David  E. 
Sanmartin,  Jorge  E. 
Saoi,  Nicasio  B. 
Sattler,  Theodore  H. 
Saxena,  Satish  C. 
♦Saxton,  Alton  J. 
Saylor,  Howard  L.,  Jr 
Schabauer,  Ernest  A. 
Schad,  C.S. 

Schafer,  Larry  W. 
Scheffel,  Alvin  R. 
♦Scheller,  Donald  L. 
Schellpfeffer,  Donald 
Schroeder,  Stephan  D. 
Schultz,  Gregory  A. 
Schultz,  Richard  D. 
Schultz,  Steven 
Schultz,  Thomas  A. 
Seaman,  David 
♦Sebring,  Floyd  U. 
Seidel,  Robert  R. 
Sejvar,  Joseph  P. 
Seljeskog,  Edward  L. 
Shaskey,  Robert  E. 
Shining,  H.  Streeter 
Shousha,  Alfred 
Shreves,  Howard  B. 
Simmons,  Jerry  L. 
Sittner,  Larry 
Skelly,  Milton  E. 
♦Skogmo,  Bernhoff  R. 
Slama,  David  D. 
Slattery,  Mary  T. 
Slingsby,  J.  Geoffrey 
Slingsby,  John  B. 

Sloan,  Terrence  W. 
Smith,  David  A. 

♦Smith,  George  W. 
Smith,  Michael  R. 
Smith,  Richard  N. 
Snyder,  Wayne  E. 
Solberg,  Lloyd  E. 

Solf,  Frank  E. 

Sorrels,  William  F. 

Soye,  Andrew  I. 

Spears,  Barbara  K. 
Sridharan,  Malini 


Rapid  City 
Sioux  Falls 
Sioux  Falls 
Sioux  Falls 
Tyndall 
Madison 
Sioux  Falls 
Redfield 
Sioux  Falls 
Rapid  City 
Rapid  City 
Yankton 
Yankton 
Brookings 
NM 
Huron 
Mitchell 
Rapid  City 
Sioux  Falls 
Redfield 
Arlington 
Sioux  Falls 
Miller 
Sioux  Falls 
Sioux  Falls 
Brookings 
Sioux  Falls 
Aberdeen 
CA 

Sioux  Falls 
Rapid  City 
MN 
Brookings 
Rapid  City 
Britton 
Sioux  Falls 
Sioux  Falls 
Sioux  Falls 
MD 
Mitchell 
Rapid  City 
Sioux  Falls 
Rapid  City 
Rapid  City 
Aberdeen 
Yankton 
Sioux  Falls 
Sioux  Falls 
Huron 
Aberdeen 
Sioux  Falls 
Aberdeen 
Mitchell 
Sioux  Falls 
Pierre 
Philip 


♦Stahmann,  Fred  S. 
Stalheim,  Alan  J. 
Stanage,  Willis  F. 
Stassen,  Michael  D. 
Staub,  David  W. 
Steele,  Granville  H. 
SteidI,  Lester  J. 
♦Steiner,  Peter  K. 
Stensland,  Vernon  H. 
Stensrud,  Homer  J. 
Stephenson,  Daryl  R. 
♦Stern,  Charles  A. 
Sternquist,  John  C. 
Stevens,  Dennis  C. 
Stevens,  Julie  C. 
Stewart,  Richard  E. 
Stiehl,  Robert  L. 
Stoltz,  C.  Roger 
Stout,  Stephen  Y. 
Strand,  Ray  D. 
Stransky,  John  J. 
Suga,  Robert  C. 
Sutliff,  Willis  C. 
Suurmeyer,  Robert  D. 
Swanson,  Charles  L. 
♦Sweeny,  William  T. 
Sweet,  Edwin  P. 
Swisher,  Lowell  P. 


Sioux  Falls 
Huron 
Yankton 
Sioux  Falls 
Sisseton 
Aberdeen 
Sioux  Falls 
CA 

Sioux  Falls 
Sioux  Falls 
Yankton 
CA 
Yankton 
Sioux  Falls 
Yankton 
Fort  Meade 
Winner 
Sioux  Falls 
Pierre 
Rapid  City 
Watertown 
Watertown 
Rapid  City 
Aberdeen 
Pierre 
OR 
Burke 
Kadoka 


Tackett,  Daniel  M. 
Talley,  Robert  C. 
Tam,  Guy  E. 

Tan,  Raymundo  T. 
♦Tank,  Myron  C. 
Taylor,  William  R. 
Tesch,  Ronold  R. 
Theissen,  Hubert  H. 
Thomas,  Melvin  W. 
Thompson,  M.  George 
Thompson,  Marion  C. 
Thompson,  Robert  F. 
Tidd,  John  T. 

Tieszen,  Arden  J. 
Tieszen,  Jerel  E. 
Tobin,  Gregg  M. 
♦Tobin,  Leonard  W. 
Tobin,  Michael  D. 
Tracer,  Charles  L. 
Tracy,  Gerald  E. 
Traub,  Douglas 
Trinidad,  Reuben  B. 
Tschetter,  Loren  K. 
Tschetter,  Richard  T. 
Tschetter,  William  R. 
Tuan,  Chung  H. 
Turner,  Charles  R. 


Rapid  City 
Sioux  Falls 
Sioux  Falls 
Aberdeen 
Brookings 
Aberdeen 
Brookings 
Rapid  City 
Brookings 
Watertown 
Watertown 
Yankton 
Yankton 
Pierre 
Sioux  Falls 
Winner 
Unknown 
Sioux  Falls 
Rapid  City 
Watertown 
Rapid  City 
Deadwood 
Sioux  Falls 
Sioux  Falls 
Rapid  City 
Yankton 
Vermillion 


Uken,  Patsy  A.  Sioux  Falls 

Urbatsch,  Susan  E.  Sioux  Falls 


Vanadurongvan,  Kanya  Milbank 
Vanadurongvan,  Vichit  Milbank 
VanDemark,  Robert,  Jr  Sioux  Falls 
VanDemark,  Robert,  Sr  Sioux  Falls 
VanderWoude,  Larry  B.  Sioux  Falls 
VanErt,  Gary  P.  Chamberlain 
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VanEtten,  Donald  D. 

Rapid  City 

Wegner,  Edward  L. 

Watertown 

•Williams,  Francis  R. 

AZ 

Venugopal,  Muthugounder  Brookings 

Wegner,  Karl  H. 

Sioux  Falls 

Wilson,  Robert  W. 

Sioux  Falls 

•Villa,  Jose  P. 

Freeman 

Weiland,  Paul  J. 

Mobridge 

Wilson,  Thomas  M. 

Sioux  Falls 

Visani,  Sandro 

Mitchell 

Weitzenkamp,  Larry  A. 

Rapid  City 

Wingert,  Marvin  E. 

Garretson 

Vlach,  Charles  J. 

NE 

Welge,  Barry  G. 

Aberdeen 

Wingert,  Robert  I. 

Rapid  City 

Vogele,  Alvin  C. 

Aberdeen 

Wellman,  Lawrence  R. 

Sioux  Falls 

Wirtz,  Patricia  S. 

Sioux  Falls 

•Vogele,  Cleo  L. 

Aberdeen 

Wells,  John  M. 

Yankton 

Wischmeier,  Curt  A. 

Aberdeen 

Vogele,  Kenneth  A. 

Rapid  City 

Welsh,  Gary  L. 

Rapid  City 

Witzke,  David  J. 

Sioux  Falls 

Vogelgesang,  Lloyd  C. 

Gregory 

Welty,  Edith  R. 

Rapid  City 

Wolff,  David  G. 

Aberdeen 

Vogt,  H.  Bruce 

Sioux  Falls 

Welty,  Thomas  K. 

Rapid  City 

Wrage,  Theodore  J.,  Jr 

Watertown 

Volin,  Verlynne  V. 

Sioux  Falls 

Werpy,  Mark  C. 

Pierre 

Wright,  Paul  L. 

Rapid  City 

•Vonburg,  Vernon  R. 

AZ 

Werth,  Roger  W. 

Aberdeen 

Wunder,  James  F. 

Mobridge 

Vose,  James  L. 

Mitchell 

•Werthmann,  Hubert  E. 

Pierre 

Wyatt,  George  W. 

Sioux  Falls 

Vosler,  Steven  T. 

Spearfish 

Wessel,  Alvin  E. 
•Westaby,  Robert  S. 

Rapid  City 
Hot  Springs 

Wyatt,  Ronald  O. 

Sioux  Falls 

Wachs,  David  M. 

Aberdeen 

Wetzbarger,  Wayne 

Madison 

Yackley,  James  V. 

Rapid  City 

Wagner,  Loyd  R. 

Sioux  Falls 

White,  Thomas  C. 

Sioux  Falls 

Yamada,  Andrew  R. 

Rapid  City 

Wait,  Curtis  H. 
Wake,  Richard  A. 

Brookings 

Brookings 

Whitney,  Nathaniel  R. 
Whittle,  Kevin  D. 

Rapid  City 
Sioux  Falls 

Yecha,  David  J. 

Hoven 

Waltman,  Steven  E. 

Rapid  City 

Wicks,  Dennis  R. 

Custer 

Zakahi,  Raymond  J. 

Pierre 

Waltner,  Lonnie  L. 

Bridgewater 

Wierda,  Daryl  R. 

Sioux  Falls 

•Zanka,  Jaroslav  A. 

Rapid  City 

Walton,  Jerry  L. 

Sioux  Falls 

Wiggs,  James  W. 

Yankton 

Zawada,  Edward  T. 

Sioux  Falls 

Warren,  Merritt  G. 

Brookings 

Wilde,  Kim  L. 

Watertown 

Zielike,  Carol  M. 

Rapid  City 

Watson,  Wdliam  V. 

Sioux  Falls 

Willcockson,  John  R. 

Yankton 

Zoellner,  Timothy 

Aberdeen 

Weatherill,  Donald  W. 
Webb,  Melanie  Ann 

Mitchell 

Winner 

Willcockson,  Thomas  H. 
Williams,  Buck  J. 

Yankton 
Sioux  Falls 

•Zvejnieks,  Karlis 

Aberdeen 

•Indicates  Honorary  Member 


ASSOCIATE  MEMBERS 
(MEDICAL  SCHOOL  STUDENTS,  RESIDENTS) 


+AIIen,  Raymond,  MD  Sioux  Falls 

Allen,  Richard  B.  Rapid  City 

Andersen,  Mark  D.  Sioux  Falls 

Barrett,  Kathryn  A.  Rapid  City 

Behrend,  Robert  D.  Sioux  Falls 

#Benson,  Margaret,  MD  Sioux  Falls 

+ Bloom,  Alan  R.,  MD  ND 

+ Blue,  Daniel  W.,  MD  Sioux  Falls 

+ Braastad,  Fred,  MD  IL 

+ Bray,  Kevin  B.,MD  WI 

Bruns,  Thomas  B.  Sioux  Falls 

Cecil,  Daniel  P.  Sioux  Falls 

Culey,  Shawn  Sioux  Falls 

#Davies,  Michael,  MD  Fort  Meade 

+ DeHaan,  Douglas,  MD  Sioux  Falls 

+ Dwyer,  David  A.,  MD  TX 

+ Eccarius,  Scott  G.,  MD  MO 

+ Eckrich,  Paul  C.,  MD  IL 

+ Frazer,  Paul  D.,  MD  Sioux  Falls 

#Glas,  Ronald  D.,  MD  OR 

+ Goertz,  Elizabeth  J.,  MD  MO 

Griffin,  Douglas  M.  Sioux  Falls 

Helvig,  Bethany  S.  Yankton 

+ Hertz,  Dwight  J.,  MD  Sioux  Falls 

+ Hicks,  Daniel,  MD  Sioux  Falls 

Hicks,  Paula  A.  Sioux  Falls 


#Hill,  Laurie,  MD  Sioux  Falls 

+ Hof,  Jem  J.,  MD  MO 

+ Hottman,  Jeffery  J.,  MD  NE 

+ Hovland,  Michael,  MD  MI 

Jensen,  Richard  A.  Sioux  Falls 

+ Johnson,  Mark  W.,  MD  TX 

#Johnson,  Michael,  MD  Sioux  Falls 
+ Jung,  Sheliah,  MD  WI 

#Kidman,  Brian,  MD  Sioux  Falls 

Labesky,  James  Vermillion 

#Larsen,  David,  MD  Sioux  Falls 

+ Leyba,  Christine,  MD  CA 

+ Lindbloom,  Brent,  DO  Yankton 
+ Luebke,  Marlys,  MD  Sioux  Falls 
+ Lushbough,  Kathryn,  MD  MN 
+ Mahoney,  Thomas  L.,  MD  WI 
+ Malters,  Joseph  M.,  MD  CA 

+ Mills,  K.  Alan,  MD  Sioux  Falls 
Myhre,  Kevin  A.  Vermillion 

+ Neish,  Steven  R.,  MD  TX 

+ Neustrom,  Mark,  DO  Sioux  Falls 
Olson,  Brad  L.  Sioux  Falls 

+ Owsiany,  Leonard,  MD  MI 

+ Peshek,  Ramona,  MD  Sioux  Falls 
+ Peterson,  Randy,  MD  Sioux  Falls 
+ Peterson,  Steven,  MD  Sioux  Falls 


+ Piquette,  Craig  A.,  MD  MO 

+ Rains,  Ronald  L.,  MD  Sioux  Falls 
#Rath,  G.  Dan,  MD  Sioux  Falls 

Renner,  L.  Mark  Sioux  Falls 

+ Schmidt,  Sophie,  MD  Sioux  Falls 

+ Shafer,  Charles,  MD  Sioux  Falls 

+ Sheeder,  Amy,  MD  MI 

+ Shives,  Aaron  B.,  MD  Sioux  Falls 
+ Skidmore,  Ernest,  MD  MO 

Smith,  William  J.  Vermillion 

+ Sperle,  Gregory  J.,  MD  Sioux  Falls 
Staber,  Lisa  Vermillion 

Teslow,  Timothy  W.  Yankton 

+Thompson,  Vance,  MD  MO 

Tieszen,  Mark  J.  Sioux  Falls 

Tieszen,  Myles  E.  Sioux  Falls 

+ VanVeldhuizen,  Pete,  MD  KS 
Villa,  Joseph  S.  Vermillion 

+ Vopat,  Steven  B.,  MD  KS 

+ Watson,  Mary  E.,  MD  Sioux  Falls 
Weissinger,  Mark  G.  Garretson 
+ Wilcox,  Mary  Ann,  MD  Sioux  Falls 
+ Williams,  John  M.,  MD  CO 

Wunder,  Daniel  J.  Yankton 


+ - Resident 
# - Private  Practice 
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Future  Meetings 


September 

Trauma  and  Critical  Care  Seminar,  Pillsbury  Aud.,  Hennepin 
County  Med,  Cfr.,  Minneapolis,  MN,  Sept.  15-16.  Fee:  $195. 
Contact:  Robin  Hoppenrath,  Coor.,  CME,  Off.  of  Academic 
Affairs,  Hennepin  County  Medical  Ctr.,  701  Park  Ave.,  Ste. 
4220,  Minneapolis,  MN  55415.  Phone:  (612)  347-2075. 

Balancing  Cost,  Access,  and  Quality:  A Leadership  Conference 
for  Health  Care  Coalitions,  Chicago,  IL,  Sept.  19-20.  Fee: 
$265.  Contact:  American  Hospital  Assn.,  PO  Box  825,  Deer- 
field, IL  60015.  Phone:  (312)  940-2138. 

13th  Annual  South  Dakota  Perinatal  Association  Conference: 
Perinatal  Care  on  the  Great  Plains/Maintaining  Clinical  Ex- 
cellence, Howard  Johnson  Conv.  Ctr.,  Rapid  City,  SD,  Sept. 
21-23.  Approved  for  12  cognates  by  Am.  Coll,  of  OB/GYN. 
Contact:  Debbie  Meyer,  SDPA,  1100  S.  Euclid,  Sioux  Falls, 
SD  57105.  Phone:  (605)  333-7155. 

First  National  Conference  on  Nicotine  Dependence;  Diag- 
nosis, Treatment  and  Smoke  Free  Issues,  Hyatt  Regency,  Min- 
neapolis, MN,  Sept.  22-25.  Fee:  $250.  17.5  hrs.  AMA 

Category  I credit.  Contact:  AMSAODD,  6525  W.  North 
Ave.,  Ste.  204,  Oak  Park,  IL  60302.  Phone:  (312)  848-6050. 

Medical  Oncology  for  the  Internist,  Hennipin  County  Med. 
Ctr.,  Minneapolis,  MN,  Sept.  30.  Fee:  $100.  6.5  hrs.  AAFP 
& AMA  Category  I credit.  Contact:  Robin  Hoppenrath, 
CME  Coor.,  Off.  Academic  Affairs,  Hennepin  County  Medi- 
cal Ctr.,  701  Park  Ave.,  Ste.  4220,  Minneapolis,  MN  55415. 
Phone:  (612)  347-2075. 

Guilt:  Recognizing,  Understanding,  Letting  Go,  Earle  Brown 
Ctr.,  U.  of  Minn.,  St.  Paul,  MN,  Sept.  30.  Fee:  $85.  725  hrs. 
AMA  Category  I credit.  Contact:  Ruth  McIntyre,  CME  Off., 
St.  Paul-Ramsey  Med.  Ctr.,  640  Jackson  St.,  St.  Paul,  MN 
55101.  Phone:  (612)  221-3992. 

October 

43rd  Annual  University  of  Kansas  Medical  Center,  Department 
of  Internal  Medicine  Symposium:  The  Mahlon  H.  Delp  Lec- 
tureship and  Dinner  American  College  of  Physicicms  Kansas 
Chapter  Scientific  Meeting,  Hilton  Plaza  Inn,  Kansas  City, 
MO,  Oct.  6-9.  22  hrs.  AMA  Category  I credit.  Contact: 
David  Baldwin,  MPA,  U.  of  Kans.  Med.  Ctr.,  Off.  of  Cont. 
Educ.,  39th  & Rainbow  Blvd.,  Kansas  City,  KS  66103. 
Phone:  (913)  588-4488. 

Course  in  Hand  Surgery,  Kansas  City,  MO,  Oct.  15-16.  Fee: 
$200.  12  hrs.  AMA  Category  I credit.  Contact:  Am.  Society 
for  Surgery  of  the  Hand,  3025  S.  Parker  Rd.,  Ste.  65,  Aurora, 
CO  80014.  Phone:  (303)  755-4588. 

24th  Annual  Postgraduate  Symposium  on  Medicine  and 
Religion,  U.  of  Kans.  Med.  Ctr.,  Kansas  City,  KS,  Oct.  18- 
19.  Fee:  $160.  12  hrs.  AMA  Category  I credit.  Contact: 
David  Baldwin,  U.  of  Kansas  Med.  Ctr.,  Off.  of  Cont.  Educ., 
39th  & Rainbow  Blvd.,  Kansas  City,  KS  66103.  Phone:  (913) 
588-4488. 

Fifth  Update  Emergency  Medicine  for  Primary  Care 

Physicians,  Holiday  Inn  East,  St.  Paul,  MN,  Oc.  20-21.  Fee: 


$225.  12.5  hrs.  AAFP  & AMA  Category  I credit.  Contact: 
Ruth  McIntyre,  CME,  St.  Paul-Ramsey  Foundation,  640 
Jackson  St.,  St.  Paul,  MN  55101.  Phone:  (612)  221-3992. 

November 

Optimizing  Management  of  Primary  Bone  Tumors:  An  Inter- 
national Symposium  Emphasizing  the  Multidisciplinary  Ap- 
proach, U.  of  Tex.  MD  Anderson  Cancer  Ctr.,  Nov.  2-5.  Con- 
tact: Off.  of  Conference  Services,  MD  Anderson  Cancer  Ctr., 
1515  Holcombe  Blvd.,  Houston,  TX  77030.  Phone:  (713)  792- 
2222. 

The  Wrist  1988,  Saddlebrook  Resort,  Tampa,  FL,  Nov.  2-5. 
Fee:  $570.  19  hrs.  AMA  Category  I credit.  Contact:  Am. 
Society  for  Surgery  of  the  Hand,  3025  S.  Parker  Rd.,  Ste.  65, 
Aurora,  CO  80014.  Phone:  (303)  755.  4588. 

56th  Annual  Postgraduate  Assembly,  Red  Lion  Inn,  Omaha, 
NE,  Nov.  3-5.  Contact:  Lorraine  Seibel,  Exec.  Sec.,  Omaha 
Mid-West  Clinical  Society,  7363  Pacific  St.,  Ste.  205B, 
Omaha,  NE  68114. 


USD  SCHOOL  OF  MEDICINE  INTERDISCIPLINARY 
CONFERENCES  are  held  on  the  3rd  Saturday  of  each 
month,  from  10:00  am  - 12:00  noon.  These  conferences 
originate  at  the  School  of  Medicine  in  Sioux  Falls  and  are 
videotaped  to  each  School  of  Medicine  location  in  the  state. 


EMERGENCY  PHYSICIANS 


South  Dakota:  Expanding  physician- 
owned  emergency  group  has  opening 
for  full-time  career-oriented  emergen- 
cy physicians  in  South  Dakota.  Excel- 
lent benefits  including  malpractice,  dis- 
ability, health  insurance,  profit  shar- 
ing, etc.  Flexible  work  schedules,  ex- 
cellent working  and  living  conditions. 

Contact:  Donald  Kougl,  M.D. 

(307)  632-1436 

or  send  CV  to:  EMP,  P.C. 

P.O.  Box  805 
Cheyenne,  WY 
82003-0805 


56 


SOUTH  DAKOTA 


In  moderate  depression  and  anxiety 


74%  of  patients  experienced  improved  sleep 
after  the  first  h.  s.  dose 1 

First-week  improvement  in  somatic  symptoms1 

50%  greater  improvement  with  Limbitrol  in 
the  first  week  than  with  amitriptyline  alone2 


^60, 


.date 


&2P.  . 
..fM 


Protect  Your  Prescribing  Decision: 
Specify  “Do  not  substitute.” 

limbitrol 

Each  tablet  contains  5 mg  chlordiazepoxide  and  /O 
12.5  mg  amitriptyline  (as  the  hydrochloride  salt)  vY- 

Limbitrol  DS 

Each  tablet  contains  10  mg  chlordiazepoxide  and  rr? 

25  mg  amitriptyline  (as  the  hydrochloride  salt)  vX- 


References:  1.  Data  on  file,  Hoffmann-La  Roche  Inc.,  Nutley,  N).  2.  Feighner  VP, 
et  al:  Psychopharmacology  61 : 217-225,  Mar  22, 1979. 


Limbitrol®® 

Tranquilizer— Antidepressant 

Before  prescribing,  please  consult  complete  product  information,  a summary  of  which 
follows: 

Contraindications:  Known  hypersensitivity  to  benzodiazepines  or  tricyclic  antidepressants; 
concomitant  use  with  MAOls  or  within  14  days  of  monoamine  oxidase  inhibitors  (then  initiate 
cautiously,  gradually  increasing  dosage  until  optimal  response  is  achieved) ; during  acute  recovery 
phase  following  myocardial  infarction. 

Warnings:  Use  with  caution  in  patients  with  history  of  urinary  retention  or  angle-closure  glau- 
coma. Severe  constipation  may  occur  when  used  with  anticholinergics.  Closely  supervise  cardio- 
vascular patients.  Arrhythmias,  sinus  tachycardia,  prolongation  of  conduction  time,  myocardial 
infarction  and  stroke  reported  with  tricyclic  antidepressants,  especially  in  high  doses.  Caution 
patients  about  possible  combined  effects  with  alcohol  and  other  CNS  depressants  and  against 
hazardous  occupations  requiring  complete  mental  alertness  [eg. , operating  machinery,  driving) . 
Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  the  first  trimester 
should  almost  always  be  avoided  because  of  increased  risk  of  congenital  mat 
formations.  Consider  possibility  of  pregnancy  when  instituting  therapy. 

Withdrawal  symptoms  of  the  barbiturate  type  have  occurred  after  discontinuation  of  benzodiaze- 
pines (see  Drug  Abuse  and  Dependence) . 

Precautions:  Use  cautiously  in  patients  with  a history  of  seizures,  in  hyperthyroid  patients, 
those  on  thyroid  medication,  patients  with  impaired  renal  or  hepatic  function.  Because  of  suicidal 
ideation  in  depressed  patients,  do  not  permit  easy  access  to  large  quantities  of  drug.  Periodic  liver 
function  tests  and  blood  counts  recommended  during  prolonged  treatment.  Amitriptyline  may 
block  action  of  guanethidine  or  similar  antihypertensives.  When  tricyclic  antidepressants  are 
used  concomitantly  with  cimetidine  (Thgamet) , clinically  significant  effects  have  been  reported 
involving  delayed  elimination  and  increasing  steady  - state  concentrations  of  the  tricyclic  drugs. 
Use  of  Limbitrol  with  other  psychotropic  drugs  has  not  been  evaluated;  sedative  effects  may  be 
additive.  Discontinue  several  days  before  surgery.  Limit  concomitant  administration  of  ECT  to 
essential  treatment.  See  Warnings  for  precautions  about  pregnancy.  Should  not  be  taken  during 
the  nursing  period  or  by  children  under  12.  In  elderly  and  debilitated,  limit  to  smallest  effective 
dosage  to  preclude  ataxia,  oversedation,  confusion  or  anticholinergic  effects.  Inform  patients  to 
consult  physician  before  increasing  dose  or  abruptly  discontinuing  this  drug. 


Adverse  Reactions:  Most  frequent:  drowsiness,  dry  mouth,  constipation,  blurred  vision,  dizzi- 
ness, bloating.  Less  frequent:  vivid  dreams,  impotence,  tremor  confusion,  nasal  congestion. 
Rare:  granulocytopenia,  jaundice,  hepatic  dysfunction.  Others:  many  symptoms  associated  with 
depression  including  anorexia,  fatigue,  weakness,  restlessness,  lethargy. 

Adverse  reactions  not  reported  with  Limbitrol  but  reported  with  one  or  both  components  or 
closely  related  drugs:  Cardiovascular:  Hypotension,  hypertension,  tachycardia,  palpitations, 
myocardial  infarction,  arrhythmias,  heart  block,  stroke.  Psychiatric:  Euphoria,  apprehension, 
poor  concentration,  delusions,  hallucinations,  hypomania,  increased  or  decreased  libido.  Neuro- 
logic: Incoordination,  ataxia,  numbness,  tingling  and  paresthesias  of  the  extremities,  extra- 
pyramidal  symptoms,  syncope,  changes  in  EEG  patterns.  Anticholinergic:  Disturbance  of 
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although  hyperplastic  nodules  of  the  liver  were  increased  in  the  high  dose  males 
compared  to  placebo  Female  mice  given  the  high  dose  of  Axid  (2,000  mg/kg/day, 
about  330  times  the  human  dose)  showed  marginally  statistically  significant 
increases  in  hepatic  carcinoma  and  hepatic  nodular  hyperplasia  with  no 
numerical  increase  seen  in  any  of  the  other  dose  groups  The  rate  of  hepatic 
carcinoma  in  the  high  dose  animals  was  within  the  historical  control  limits  seen 
for  the  strain  of  mice  used  The  female  mice  were  given  a dose  larger  than  the 
maximum  tolerated  dose,  as  indicated  by  excessive  (30%)  weight  decrement 


compared  to  concurrent  controls,  and  evidence  of  mild  liver  injury  (transaminase 
elevations)  The  occurrence  of  a marginal  finding  at  high  dose  only  in  animals 
given  an  excessive,  and  somewhat  hepatotoxic  dose,  with  no  evidence  of  a 
carcinogenic  effect  in  rats,  male  mice,  and  female  mice  (given  up  to  360  mg/kg/ 
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dose,  treated  rabbits  had  abortions,  decreased  number  of  live  fetuses,  and 
depressed  fetal  weights  On  intravenous  administration  to  pregnant  New  Zealand 
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fetal  harm  when  administered  to  a pregnant  woman  or  can  affect  reproduction 
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Nursing  Mothers— Nizatidine  is  secreted  and  concentrated  in  the  milk  of 
lactating  rats  Pups  reared  by  treated  lactating  rats  had  depressed  growth  rates 
Although  no  studies  have  been  conducted  in  lactating  women,  nizatidine  is 
assumed  to  be  secreted  in  human  milk,  and  caution  should  be  exercised  when 
nizatidine  is  administered  to  nursing  mothers 
Pediatric  Use— Safety  and  effectiveness  in  children  have  not  been  established 
Use  in  Elderly  Patients— Ulcer  healing  rates  in  elderly  patients  are  similar  to 
those  in  younger  age  groups.  The  incidence  rates  of  adverse  events  and 
laboratory  test  abnormalities  are  also  similar  to  those  seen  in  other  age  groups 
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Adverse  Reactions:  Clinical  trials  of  nizatidine  included  almost  5,000  patients 
given  nizatidine  in  studies  ot  varying  durations.  Domestic  placebo-controlled 
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Among  the  more  common  adverse  events  in  the  domestic  placebo-controlled 
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determine  whether  these  were  caused  by  nizatidine 

Hepatic  — Hepatocellular  injury,  evidenced  by  elevated  liver  enzyme  tests 
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elevated  liver  enzymes  and  elevations  to  three  times  the  upper  limit  of  normal, 
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of  Axid 
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asymptomatic  ventricular  tachycardia  occurred  in  two  individuals  administered 
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showed  no  evidence  of  antiandrogenic  activity  due  to  Axid.  Impotence  and 
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Hematologic— Fatal  thrombocytopenia  was  reported  in  a patient  who  was 
treated  with  Axid  and  another  H2-receptor  antagonist.  On  previous  occasions, 
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Integumental— Sweating  and  urticaria  were  reported  significantly  more 
frequently  in  nizatidine  than  in  placebo  patients  Rash  and  exfoliative  dermatitis 
were  also  reported 

Other—  Hyperuricemia  unassociated  with  gout  or  nephrolithiasis  was 
reported 

Overdosage:  There  is  little  clinical  experience  with  overdosage  of  Axid  in 
humans  If  overdosage  occurs,  use  of  activated  charcoal,  emesis,  or  lavage 
should  be  considered  along  with  clinical  monitoring  and  supportive  therapy 
Renal  dialysis  for  four  to  six  hours  increased  plasma  clearance  by  approximately 
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Test  animals  that  received  large  doses  of  nizatidine  have  exhibited  cholinergic- 
type  effects,  including  lacrimation.  salivation,  emesis,  miosis,  and  diarrhea 
Single  oral  doses  of  800  mg/kg  in  dogs  and  of  1,200  mg/kg  in  monkeys  were  not 
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mg/kg  respectively  PV  2091  AMP  (041288) 
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Adult  Victims  of  Childhood  Sexual  Abuse:  in 
a Clinical  Population 

Early  childhood  sexual  abuse  increases  the  risk  of  diagnosed  multiple  psychiatric  syndromes  in 
adulthood. 

W.  Vail  Williams,  PhD1 
William  Fuller,  MD1 


ABSTRACT 

Long  term  negative  effects  of  sexual  abuse  may  be  subtle  and  varied  and  may  manifest  themselves  immediately 
after  the  event  or  considerably  later  in  life.  Furthermore,  previous  studies  have  suggested  that  the  more  prolonged 
and  violent  the  abuse  the  greater  risk  for  impairment  in  later  adult  life.  The  present  study  was  designed  to  deter- 
mine what  psychiatric  diagnostic  criteria  would  be  fulfilled  in  a clinical  population  of  adult  victims  of  childhood 
sexual  abuse.  A total  of  43  adult  victims  completed  a sexual  abuse  survey.  Findings  not  only  supported  previous 
studies  in  terms  of  factual  events  about  abuse,  but  revealed  that  the  majority  of  victims  did  meet  criteria  for  several 
psychiatric  diagnostic  categories.  Discussion  centered  on  prominent  clinical  indicators  of  prolonged  abuse  form- 
ing the  basis  for  treatment  issues. 


Recent  studies  report  that  as  many  as  25%  to  30% 
of  adult  females  probably  experienced  sexual  vic- 
timization before  reaching  adulthood.1’2  More 
specifically,  at  the  very  least  1.5%  of  adult  women 
would  have  experienced  some  form  of  sexual  abuse  by 
a father  or  stepfather  whereas  9%  of  adult  women 
would  have  experienced  victimization  by  an  older  adult 
relative.2,3  The  percentage  for  adult  males  who  were 
sexually  victimized  prior  to  adulthood  is  not  well 
known,  but  is  considered  to  be  much  less.  In  addition 
to  increased  reporting  of  sexual  victimization,  recent 
studies  reported  suggest  more  victims  experience 
psychological  and/or  psychiatric  problems.4,5 
Symptoms  that  have  been  reported  include  depression, 
low  self-esteem,  guilt  feelings,  sexual  difficulties,  and 
interpersonal  difficulties  characterized  bv  feelings  of 
isolation  and  difficulty  in  trusting  others.6,  ,8 

Long  term  negative  effects  of  sexual  victimization 
may  be  subtle  and  varied  and  may  manifest  themselves 
immediately  after  the  event  or  considerably  later  in  life. 
Studies  have  reported  increased  suicidal  thoughts  and 
drug/alcohol  abuse;9  increased  medical  problems, 
marital  problems,  and  less  emotionally  stable.10  More 
importantly  several  studies  have  suggested  that  long 
term  negative  effects  comprise  a syndrome  similar  to 
that  of  post-traumatic  stress  syndrome.7’11,12  This 
syndrome  may  include  intrusive  imagery,  feelings  of 


1USD  School  of  Medicine,  Department  of  Psychiatry,  Center 

for  Studies  of  Sexual  Trauma,  Sioux  Falls,  SD. 


detachment,  constricted  affect,  sleep  disturbance,  and 
intensification  of  symptoms  when  exposed  to  periodic 
stimuli  symbolizing  abusive  events.  The  syndrome  in- 
duces behavioral  reactions  of  fear,  dissociative 
reactions  including  regression,  anxiety  reactions,  com- 
pulsive reactions,  and  chronic  feelings  of 
powerlessness  and  depression.  Other  studies  of  long 
term  effects  have  focused  on  historical  antecedents  on 
a cause  and  effect  basis.  These  include  parental  al- 
coholism, family  dysfunctioning,  sexually  abused 
parents,  family  isolation,  and  attributional  style  for  bad 
events.7,8  Some  findings  suggest  that  the  more  frequent 
and  violent  the  abuse  the  more  emotionally  unstable 
and  traumatic  adult  adjustment  in  later  life. 

Previous  studies  in  the  literature  have  suggested  that 
sexual  and/or  physical  trauma  as  a child  is  a major 
precipitent  for  adult  psychiatric  disorders  including 
but  not  limited  to  psychosis,  chemical  abuse,  anxiety 
disorders,  post-traumatic  stress  disorders,  eating  dis- 
orders, borderline  personality  disorders,  dysthymic 
disorders,  and  multiple  personality  disorders.7,11,12,13 
The  present  study  was  designed  to  explore  reported 
clinical  indicators  as  a result  of  sexual  abuse  in  a clini- 
cal population  known  to  have  sexual  abuse  histories 
that  would  fulfill  criteria  for  various  diagnostic 
categories.  It  was  expected  that  such  indicators  would 
meet  the  criteria  for  more  than  one  diagnostic  category 
with  post-traumatic  stress  disorder,  borderline 
syndrome,  and  chemical  abuse  being  most  often  ful- 
filled. In  addition,  the  present  study  was  designed  to 
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document  demographic,  qualitative,  and  quantitative 
aspects  of  the  sexual  abuse  experience. 

Finally,  it  should  be  noted  that  these  clinical  in- 
dicators reflect  the  distress  victims  have  been  suffering 
and  often  form  the  basis  for  issues  to  be  dealt  with  in 
treatment. 

METHOD 

For  the  purpose  of  the  study,  sexual  victimization 
was  defined  as  sexual  contact  between  a minor  15  years 
old  and  under  and  a postpubertal  person  at  least  5 years 
older  than  the  minor.  This  includes  those  persons  or 
person  who  used  force. 

Subjects 

A total  of  43  out  of  50  adults  with  sexual  abuse  his- 
tories as  minors  as  well  as  histories  of  psychiatric 
difficulties  completed  a sexual  abuse  survey  containing 
questions  directed  towards  documentation  of  ex- 
periences and  symptoms  reflective  of  clinical  indicators 
over  a broad  range  of  functional  psychiatric  disorders. 
Subjects  were  chosen  randomly  according  to  case  his- 
tories and  availability  to  participate.  The  subjects 
ranged  in  age  from  19  to  69  with  a mean  age  of  32.8 
(SD  = 10.6).  There  were  40  females  and  3 males  who 
participated.  The  majority  of  the  subjects  were  single, 
divorced  or  separated  (67%)  with  the  remainder  being 
married  (33%).  The  subjects  had  a mean  education  of 
13.3  years  (SD  = 2.2),  a mean  height  of  64.5  inches 
(SD  = 3.1),  a mean  weight  of  145  pounds  (SD  = 29.0), 
and  the  majority  (81%)  were  born  and  raised  in  towns 
with  a population  of  3500  or  larger  with  the  remainder 
coming  from  rural/farm  communities. 

Procedure 

Prospective  subjects  were  contacted  either  in  per- 
son, or  by  telephone,  or  by  mail.  A brief  description  of 
the  study  was  provided  at  the  time  of  contact  with  a re- 
quest to  complete  the  survey.  The  description  of  the 
study  included  assurances  of  confidentiality  of  all 
responses.  Informed  consent  was  obtained  at  this  time 
as  well.  Upon  completion  of  the  study,  subjects  were 
provided  an  opportunity  for  feedback. 

Survey  Questionnaire 

The  sexual  abuse  survey  consisted  of  three  major 
sections:  (a)  demographic  information  consisting  of  10 
items;  (b)  history  and  factual  information  regarding  the 
abuse  consisting  of  29  items;  and  (c)  criteria  for  the 
psychiatric  syndromes  of  post-traumatic  stress  disor- 
der (12  items),  borderline  syndrome  (18  items), 
multiple  personality  (1  item),  depression/anxiety  disor- 
ders (12  items),  sexual  dysfunction  (9  items),  and 
substance  abuse  (19  items).  Intercorrelations  of  items 
within  domains  were  significantly  higher  than  intercor- 
relations of  items  across  domains  indicating  relative 
independence  and  reliability  of  each  domain  of  items. 


RESULTS 

Documentation  of  the  factual  and  historical  data 
regarding  the  sexual  contact  and  abuse  is  shown  in 
Table  I.  As  can  be  seen,  91%  of  perpetrators  were 
known  by  the  victims  with  30%  of  the  perpetrators 
being  father,  28%  being  an  older  brother,  16%  being 
an  uncle  or  grandfather,  7%  being  a step-father,  and 
9%  being  a friend  of  the  family  or  neighbor.  Only  9% 
were  strangers.  The  majority  of  subjects  reported  abuse 
by  more  than  one  perpetrator  and  the  experience  was 
totally  negative.  The  majority  reported  the  experience 
to  include  coercion  and  force  with  intercourse,  fon- 
dling and  oral  sex.  As  can  be  seen,  the  average  age  of 
onset  was  7.7  years  (SD  = 3.5)  with  the  average  age  of 
cessation  being  14.3  years  (SD  = 5.4).  It  is  interesting  to 
note  that  44%  of  the  subjects  did  tell  someone  of  the 
abuse  taking  place  at  the  time;  however,  of  those  who 


TABLE  I 

HISTORY  OF  SEXUAL  ABUSE 

Perpetrator 

% Yes 

More  than  one 

60 

Father 

30 

Step-Father 

7 

Brother 

28 

Relative 

16 

Neighbor 

9 

Other 

9 

Other  family  abused 

28 

Brothers  and  Sisters 

28 

Experience  Included: 

Experience  negative 

100 

Coercion 

68 

Force 

74 

Seduction 

47 

Violence 

40 

Sexual  Abuse  Type: 

Intercourse 

72 

Fondling 

77 

Penile  Masturbation 

42 

Simulated  Intercourse 

33 

Oral  Sex 

56 

Tell  Anyone  About  Abuse 

Told  Someone 

44 

Action  Taken 

27 

Abuse  still  Occurring 

2 

Additional  Abuse: 

Rape 

47 

Gang  Rape 

19 

Abusive  Relationship 

37 

Quality  Relationship  to  Perpetrator: 
Prior: 

Love 

47 

Neutral 

42 

Hate 

12 

Post: 

Love 

5 

Neutral 

31 

Hate 

64 

Onset/Cessation: 

Mean 

Age  at  onset 

7.5 

Age  at  cessation 

1423 

Length  of  abuse 

6.9 
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were  told  by  the  victim  only  27%  took  any  positive  ac- 
tion to  stop  the  abuse.  As  can  be  seen  the  quality  of  the 
relationship  with  the  perpetrator  prior  to  the  onset  of 
the  abuse  was  one  of  love  (46.5%)  or  at  least  neutral 
(41.5%)  compared  to  following  the  abuse  experience 
(5%)  and  (31%)  respectively.  Only  28%  reported  that 
they  knew  sexual  abuse  was  taking  place  with  others  in 
the  family.  Finally,  in  addition  to  the  primary  sexual 
contact,  46.5%  reported  being  raped  at  a later  time  fol- 
lowing the  original  sexual  abuse;  19%  reported  gang 
rapes;  and  37%  also  reported  other  abusive  relation- 
ships. 


TABLE  II 

POST-TRAUMATIC  STRESS  AND  BORDERLINE 

SYNDROME  CRITERIA 

Post-Traumatic  Stress  Criteria: 

% Yes 

Time  Forgot  Sexual  Abuse 

72 

Intrusive  "Flashbacks" 

81 

Recurrent  Dreams  of  Events 

77 

Place  Similar  to  Original  Abuse 

84 

Reduction  of  Activities 

73 

Feelings  of  Unreality 

79 

Easily  Frightened 

79 

Nightmares  About  Abuse 

83 

Problems  with  Memory 

74 

Trouble  Concentrating 

86 

Avoid  Memories  of  Abuse 

79 

Borderline  Syndrome  Criteria: 
Impulsive  About: 

Spending 

44 

Sex 

26 

Gambling 

9 

Alcohol  Use 

42 

Drug  Use 

30 

Shoplifting 

9 

Overeating 

44 

Use  People  to  get  Something 

38 

Trouble  Controlling  Temper 

56 

Avoid  Being  Alone 

49 

Difficulty  With  Self-Image 

95 

Gender  Identity  Difficulty 

35 

Difficulty  with  Long-Term  Goals 

79 

Difficulty  with  Values 

33 

Difficulty  with  Loyalties 

44 

Frequency  of  Arguments: 

Daily 

14 

Weekly 

40 

Monthly 

16 

Never 

30 

Have  you  attempted  suicide 

84 

Table  II  shows  the  criteria  associated  with  post- 
traumatic  and  borderline  syndromes.  In  terms  of 
post-traumatic  syndrome  a significant  number  of  sub- 
jects reported  recurrent  and  intrusive  recollections  of 
the  abuse  (81.4%),  recurrent  dreams  (77%),  feelings  of 
being  in  a similar  place  to  original  abuse  (84%),  reduc- 
tion in  activities  (73%),  feelings  of  unreality  (79%), 
being  easily  frightened  (79%),  having  nightmares 
(83%),  memory  problems  (74%),  difficulty  concentrat- 
ing (86%),  and  avoiding  activities  that  bring  back 


memories  of  abuse  (79%).  With  regards  to  the  border- 
line syndrome  the  majority  of  subjects  reported 
impulsive  spending  (44%)  and  impulsive  overeating 
(44%),  difficulty  with  controlling  their  temper  (56%), 
difficulty  with  self-image  (95%),  difficulty  with  long 
term  goals  (79%),  difficulty  with  friendship  patterns 
(79%),  and  84%  reported  previous  suicide  attempis. 

Table  III  shows  the  symptoms  often  assiciated  with 
depression,  anxiety  and  sexual  dysfunction.  Also  in- 
cluded are  responses  regarding  multiple  personality 
and  eating  disorders.  As  can  be  seen  the  majority 
reported  periods  of  excessive  depression  (91%),  in- 
somnia (90.5%),  irritability  (63%),  and  anxiety 
(81.5%).  In  addition,  the  majority  reported  that  their 
body  "shaked"  or  was  nervous  at  times  (74.5%);  also, 
they  reported  being  overweight  (64%)  by  an  average  of 
27.4  pounds.  While  nearly  half  the  subjects  reported 
being  moderately  anxious  (48%),  very  few  had  ever 
been  diagnosed  as  having  anorexia  (12%),  bulemia 
(7%),  or  multiple  personality  disorder  (21.5%).  With 
regards  to  sexual  dysfunction,  the  majority  of  subjects 
reported  having  a phobia  about  sex  (54%),  being 
asexual  at  this  time  (68%),  and  having  difficulty  with 
forms  of  hugging  (51%),  kissing  (51%),  touching 
(72%),  foreplay  (65%),  oral  sex  (70%),  or  intercourse 
(74%).  Of  those  subjects  reporting  to  engage  in  sexual 


TABLE  III 

SYMPTOMS  ASSOCIATED  WITH  DEPRESSION, 
ANXIETY,  AND  SEXUAL  DYSFUNCTION 


Depression: 

% Yes 

Have  Insomnia 

91 

Trouble  Concentrating 

74 

Periods  of  Depression 

91 

Periods  of  Irritability 

63 

Periods  of  Agitation 

82 

Underweight 

2 

How  much  (average  lbs.) 

30 

Overweight 

64 

How  much  (average  lbs.) 

27 

Ever  Attempted  Suicide 

84 

Anxiety: 

Degree  of  Anxiety: 

Highly 

43 

Moderately 

48 

Very  Little 

9 

Body "Shakes" 

75 

Periods  of  Anxiety 

82 

Sexual  Dysfunction: 

Phobia  about  Sex 

68 

Asexual  at  This  Time 

54 

Experience  Orgasms 

46 

Experience  Problems  With: 

Kissing 

51 

Hugging 

51 

Touching 

72 

Foreplay 

65 

Oral  Sex 

70 

Intercourse 

74 

Special  Symptoms: 

Multiple  Personality 

22 

Anorexia  Nervosa 

12 

Bulemia 

7 
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relationships,  53.5%  reported  not  experiencing  or- 
gasms. 

Table  IV  shows  the  responses  to  questions  regard- 
ing substance  abuse.  As  can  be  seen  subjects  reported 
an  average  of  6-10  alcohol  intake  periods  during  the 
past  year  and  an  average  of  1-5  drinks  during  the  month 
prior  to  completion  of  the  survey;  whereas,  subjects 
reported  using  an  average  of  1-5  drug  intake  during  the 
past  year  and  an  average  of  less  than  one  drug  during 
the  month  prior  to  participation  in  the  study.  Those  few 
subjects  who  do  drink  reported  an  average  of  two 
drinks  per  time  and  they  reported  primarily  drinking  at 
home  (60.5%),  in  the  evening  (81%),  and  drinking  with 
friends.  It  is  interesting  to  note  that  84%  reported  not 
drinking  at  all. 


FABLE  IV 

SUBSTANCE  ABUSE 

Alcohol/Drug  Usage: 

% Yes 

Alcohol  in  Past  Year: 

0 Occasions 

17 

1-5  Occasions 

29 

6-10  Occasions 

9 

11-20  Occasions 

6 

20+  Occasions 

40 

Alcohol  in  Past  Month: 

0 Occasions 

33 

1-5  Occasions 

27 

6-10  Occasions 

9 

11-20  Occasions 

15 

20+  Occasions 

15 

Drugs  in  Past  Year: 

0 Occasions 

48 

1-5  Occasions 

14 

6-10  Occasions 

0 

11-20  Occasions 

4 

20+  Occasions 

35 

Drugs  in  Past  Month: 

0 Occasions 

41 

1-5  Occasions 

14 

6-10  Occasions 

10 

11-20  Occasions 

3 

20+  Occasions 

31 

How  Many  Drinks  (Intake): 

One 

14 

Two 

33 

Three 

26 

Four 

10 

Five 

17 

Where  do  you  drink: 

Don’t  drink 

88 

Bar 

42 

Restaurant 

40 

Sporting  Event 

19 

Car 

21 

Home 

60 

Alcohol  Usage: 

% Yes 

Time  of  Day: 

morning 

12 

afternoon 

23 

evening 

81 

late  night 

30 

Drink  with: 

alone 

37 

friends 

67 

family 

47 

strangers 

12 

DISCUSSION 

The  results  of  this  survey  with  regard  to  factual  and 
historical  events  of  sexual  contact  support  a number  of 
previous  findings  in  the  literature.  The  findings  support 
the  fact  that  most  offenders  are  males  and  are  known 
to  their  victims  at  the  time  of  the  sexual  contact;  most 
victims  are  females  and  they  are  at  high  risk  for  initia- 
tion of  abuse  between  the  ages  of  5 and  9.  Also,  it  was 
supported  that  at  least  50%  of  all  victims  experience 
the  sexual  contact  for  one  year  or  longer. 

On  the  other  hand,  the  results  of  this  survey  point  out 
that  victims  are  more  likely  to  be  at  higher  risk  for 
psychiatric  and  psychological  impairment  when  there 
is  more  than  one  perpetrator  involved;  when  the  sexual 
abuse  is  longer  in  substained  duration;  when  there  is 
force,  coercion,  and  violence  involved  in  the  sexual  con- 
tact; and  when  the  victim  told  someone,  particularly  a 
parent,  and  that  individual  failed  to  act  to  stop  the 
sexual  contact.  Furthermore,  as  a result  of  this  impair- 
ment the  victim  is  more  at  risk  to  experience  additional 
abusive  relationships  later  in  life  such  as  rape  and 
spousal  abuse.  Perhaps  most  importantly,  the 
psychological  damage  resulting  from  repeated  abuse 
predisposes  the  victim  to  experience  psychiatric  im- 
pairments later  in  adulthood.  The  findings  of  this  study 
revealed  that  at  least  two-thirds  of  the  participants 
would  meet  the  criteria  for  post-traumatic  stress  disor- 
ders, depression,  and  generalized  anxiety  disorder.  The 
post-traumatic  stress  disorder  would  be  of  the  chronic 
delayed  type  since  there  was  a time  when  the  victim  for- 
got the  sexual  contact  activity.  In  addition  to  the  above 
at  least  one-half  of  the  participants  would  also  qualify 
for  borderline  syndrome  and  sexual  dysfunction  disor- 
ders; whereas  21.5%  had  at  one  time  or  another  been 
diagnosed  as  having  multiple  personalities  On  the 
other  hand,  few  of  the  participants  would  meet  the 
criteria  for  substance  abuse  or  chemical  dependency. 
The  findings  of  this  study  point  out  that  the  most 
prominent  clinical  indicators  of  distress  and  suffering 
in  the  victims  which  will  likely  form  the  basis  for  issues 
in  treatment  are  the  following: 

(a)  The  trauma  is  experienced  in  both  awake  and  sleep 
states  in  the  form  of  intrusive  memories  (flash- 
backs) and  nightmares. 

(b)  Periods  of  unreality  or  dissociative  states  triggered 
by  activities  associated  with  the  abusive  events  in 
either  a factual  or  symbolic  form.  These  states  are 
highly  frighening  making  the  individual  feel  out  of 
control  and  powerless. 

(c)  Mood  swings  marked  by  feelings  of  depression,  ir- 
ritability, anxiety,  and  phobias.  Such  feelings  are 
chronic  and  include  insomnia,  poor  concentration, 
suicidal  thoughts  and  attempts,  and  phobic  be- 
havior as  a desire  to  return  to  a safe  place.  Anxiety 
symptoms  are  manifested  as  continuous  "body 
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shakes"  and  apprehension.  Such  symptoms  may  be 
converted  into  medical  problems  involving  pain, 
nausea  and  gastrointestinal  distress. 

(d)  A sense  of  poor  self-image  and  poor  body  image 
marked  by  self-blame,  lack  of  assertiveness,  un- 
deserving, being  overweight,  and  feeling  and 
looking  undesirable. 

(e)  Avoidance  behavior  and/or  self-abuse  are  frequent- 
ly engaged  in.  These  may  include  avoiding  activities 
previously  enjoyed,  sexual  intimacy,  and  relation- 
ships due  to  anticipated  rejection.  Self-abuse  may 
include  repeated  sexual  and  physical  abuse,  and 
self-damaging  behaviors  such  as  self-mutilation, 
substance  usage,  and  suicide  attempts. 

The  process  of  treatment  for  sexual  abuse  victims  is 
a long  and  arduous  one  involving  a great  deal  of  time 
and  understanding.  Unfortunately  some  may  never 
fully  recover.  While  social  awareness  of  this  problem  is 
on  the  increase,  more  advocacy  for  these  individuals  is 
needed.  Such  advocacy  would  include  more  avenues 
for  legal  action  against  perpetrators  long  after  the 
statute  of  limitations  has  elapsed;  improved  financing 
for  treatment;  more  development  of  well  trained 
professionals  in  treating  the  sexually  abused;  and  fund- 
ing for  increased  research  for  determining  effective 
interventions  in  treating  adult  victims  of  sexual  abuse. 
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Guidelines  for  Quality  Assurance 


The  Council  on  Medical  Service  from  the  American  Medical  Association  has  outlined 
what  they  believe  should  be  utilized  in  any  medical  peer  review  quality  assurance  system. 
They  believe  a comprehensive  program  for  managing  the  quality  of  care  includes  not  only 
quality  assessment  but  quality  assurance  activities. 

The  Council  has  prepared  the  following  guidelines  for  the  conduct  of  medical  quality  as- 
surance activities  whether  they  be  voluntary  or  government  mandated,  whether  conducted  by 
medical  societies,  hospital  medical  staffs  or  federal  agencies. 


SDFMC  Quality  Assurance  Program  adheres  to  these  concepts  and  guidelines. 


1.  The  general  policies  and  processes  to  be 
utilized  in  any  quality  assurance  activity 
should  be  developed  and  concurred 
with  by  the  professionals  whose 
performance  will  be  scrutinized  and 
should  be  objectively  and  impartially 
administered. 

2.  Any  remedial  quality  assurance  activity 
related  to  an  individual  practitioner 
should  be  triggered  by  concern  for  that 
individuals  overall  practice  patterns, 
rather  than  be  deviation  from  specified 
criteria  in  single  cases. 

3.  The  institution  of  any  remedial  activity 
should  be  preceded  by  discussion  with 
the  practitioner  involved. 

4.  Emphasis  should  be  placed  on 
education  and  modification  of 
unacceptable  practice  patterns  rather 
than  on  sanctions. 

5.  The  quality  assurance  system  should 
make  available  the  appropriate 
educational  resources  needed  to  effect 
desired  practice  modifications. 


6.  Feedback  mechanisms  should  be 
established  to  monitor  and  document 
needed  changes  in  practice  patterns. 

7.  Restrictions  or  disciplinary  actions 
should  be  imposed  on  those 
practitioners  not  responsive  to  remedial 
activities,  whenever  the  appropriate 
professional  peers  deem  such  action 
necessary  to  protect  the  public. 

8.  The  imposition  of  restrictions  or 
discipline  should  be  timely,  consistent 
with  due  process. 

9.  Quality  assurance  systems  should  be 
structured  and  operated  so  as  to  ensure 
immunity  for  practitioners  conducting 
or  applying  such  systems  who  are  acting 
in  good  faith. 

10.  To  the  degree  possible,  quality 
assurance  systems  should  be  structured 
to  recognize  care  of  high  quality  as  well 
as  correcting  instances  of  deficient 
practice. 


As  printed  in  the  JAMA,  May  6, 1988,  Vol.  259,  No.  17,  by  the  Council  on  Medical  Service,  AMA,  Chicago. 
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Rationing  of  Health  Care 

The  thought  of  health  care  being  rationed  in 
America  is  certainly  a concept  that  generally 
would  be  opposed.  Americans  believe  that  health  care 
is  now  a right  and  their  families  deserve  the  finest  care 
that  is  possible.  This  is  certainly  a worthwhile  objective 
and  I am  sure  most  physicians  and  health  care  profes- 
sionals attempt  to  do  this  for  their  patients. 

However,  the  knowledge  and  technology  that  has 
developed  over  the  past  several  decades,  especially  the 
last  ten  years,  is  truly  incredible.  This  is  causing 
problems  in  health  care  delivery  that  we  have  never 
been  faced  with,  or  certainly  not  to  this  extent.  It  is  im- 
possible for  physicians  to  absorb  and  use  all  the 
knowledge  and  procedures  that  are  available.  It  is  fre- 
quently difficult  to  know  if  the  tests  and  procedures  will 
be  covered  by  the  patient’s  insurance. 

The  technology  of  diagnostic  and  therapeutic 
medicine  is  extremely  complicated  and  also  very  expen- 
sive. Today,  certainly  much  of  the  art  of  medicine  is 
being  able  to  evaluate  patients  in  the  appropriate  man- 
ner. Not  only  do  we  have  to  choose  the  appropriate 
tests  and  procedures,  but  we  should  know  the  financial 
implications  which  at  times  impose  heavy  burdens  for 
our  patients.  An  aggressive  medical  workup  can  push 
families  with  limited  resources  to  the  point  of 
bankruptcy.  It  is  certainly  easier  to  order  an  expensive 
test  when  you  know  it  is  not  causing  financial  hardship. 
This  is  a type  of  philosophical  rationing. 


As  we  know,  third  party  carriers  are  becoming  very 
selective  in  what  procedures  and  treatments  are  al- 
lowed for  a given  set  of  symptoms.  The  federal 
programs  are  generally  much  more  difficult  to  work 
with  both  for  the  amount  of  medical  care  allowed  and 
also  the  amount  that  is  reimbursed  for  that  care.  The 
patient  is  usually  told  that  the  test  was  inappropriate, 
not  indicated,  or  the  fees  exceed  usual  and  customary 
charges,  so  the  physician  becomes  the  bad  guy. 

There  is  no  question  that  this  is  a form  of 
bureaucratic  rationing.  Considering  our  limited 
resources  and  the  expansion  of  medical  knowledge  this 
will  become  increasingly  more  evident  in  the  future. 

There  is  certainly  no  simple  answer  for  deciding  how 
much  medical  benefits  should  be  allotted  or  who  should 
be  allowed  to  make  this  decision,  but  I think  this  may 
be  one  of  our  greatest  challenges  in  the  field  of 
medicine.  I believe  physicians  will  have  to  become 
more  involved  in  the  social,  political,  and  philosophical 
aspects  of  medicine  or  be  faced  with  rationing  health 
care  via  legislative  and  bureaucratic  action  to  a much 
greater  extent  than  we  have  at  present.  # 
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Introducing  a new' how  to  "publication  for  treating 
senior  patients. 

Senior  Patient  provides  practical  information  designed  to  help  you  manage 
the  care  of  your  senior  patients. 

Its  fresh  approach  in  medical  journalism  presents  short,  easy-to-read,  original 
articles  on  a broad  range  of  subjects  including  emotions  and  coping,  family 
relationships,  death  and  dying,  sleep  disorders,  community  services,  relations 
with  institutions,  and  financial  problems  and  their  relation  to  health. 

Each  issue  also  offers  “Pearls"  from  the  personal  experiences  of  other 
physicians,  “Quick  Currents"  about  what  is  happening  in  legislation  relating  to 
senior  care,  and  an  "Open  Forum"  in  which  readers  can  react  and  interact. 

It's  a concise,  informative,  "how  to"  approach  in  caring. 


m 


Senior  Patient  • 4530  W.  77th  St.  • Minneapolis,  MN  55435  • (612)  835-3222 


Editorials 


Colchicine 

Robert  E.  Van  Demark,  Sr.,  MD,  Editor 

Benjamin  Franklin  introduced  colchicine  to  this 
country  in  the  Eighteenth  Century.  Its  efficacy  in 
the  treatment  of  acute  gout  resulted  in  its  prompt  and 
universal  acceptance  by  the  medical  profession.  Every 
student  of  pharmacology  is  acquainted  with  its  dosage, 
absorption,  excretion  and  the  usual  early  toxicity. 
However,  modern  pharmacology  textbooks  make  little 
mention  of  its  late  toxic  effects. 

Recently,  Kuncl  et  al.,  (John  Hopkins)  in  the  New 
England  Journal  of  Medicine  316:1562  reported  twelve 
cases  of  myopathy  and  neuropathy  from  colchicine.  It 
is  their  opinion  this  is  a rather  common  and 
unrecognized  cause  of  weakness  in  patients  with  gout. 
Although  dose-related,  it  occurs  on  customary  doses  in 
patients  with  altered  renal  function  which  is  frequently 
seen  in  gout  patients.  Elevated  plasma  colchicine 
levels  occur  in  kidney  or  hepatic  dysfunction. 
Symmetrical  muscle  weakness,  usually  beginning 
proximally,  is  always  accompanied  by  a high  serum 


DES  MOINES,  IOWA 


Two  E.N  T associates  seeking  3rd  partner.  Competent,  congenial  staff  in 
new  office  adjacent  to  700  bed  hospital.  Compassionate  and  progressive 
physicians  offering  beginning  equal  partnership  without  "junior”  status. 

For  particulars  contact:  Pat  lies,  Coordinator 

Oto. -Plead  & Neck  Surgical  Assoc.,  PC. 

1215  Pleasant,  Suite  408 
Des  Moines,  IA  50309 
515/283-5780 

Tom  Ericson,  M.D.  Steve  Herwig,  D O. 


Available  for  interview  Washington,  D C.  Academy  Meeting,  Monday. 
September  26,  1988. 


OTO.-HEAD  & NECK  SURGICAL  ASSOC.,  P.C. 

1215  Pleasant,  Suite  408 
Des  Moines,  Iowa  50309 


creatine  kinase  level. 

The  late  toxic  effects  must  be  differentiated  from 
polymyositis,  diabetic  neuropathy,  Guillain-Barre 
syndrome  and  pernicious  anemia.  The  co-existence  of 
myopathy  and  axonal  neuropathy  also  occurs  in  such 
conditions  as  chronic  alcoholism,  chloroquinone, 
amiodarone  and  vincristine  toxicity.  Biopsy  with 
histochemical  and  electronic  microscopic  examination 
is  reported  to  be  distinctive. 

The  late  toxic  effects  respond  well  to  drug 
withdrawal  and  are  rapidly  reversible  (3-4  weeks)  in  the 
muscles.  This  is  accompanied  by  a dramatic  fall  of  the 
serum  creatine  kinase  to  normal  levels.  The  EMG 
changes  in  the  nerves  disappear  more  slowly. 

Further  studies  are  being  carried  out  in  those 
patients  who  also  have  cardiomyopathy.  Possibly  the 
latter  may  also  be  reversible.  # 


In-office  results  in  2 minutes 
SERALYZER 

Reflectance  Photometer 


patient  care,  greater  office 
efficiency,  and  increased 
profitability.  Call... 
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The  Dodson  Dividend  Plan 


Members  of  SDSMA 
received  a dividend  of 
31.79%  in  1987. 

At  Dodson,  we  want  you  to  earn 
the  highest  return  of  premium 
possible  each  year  on  your  workers' 
compensation  insurance. 

Let  our  Plan  work  for  you,  too! 

1-800-825-3760 

Ext.  2990 


underwritten.  Casualty  Reciprocal  Exchange 
member  Dodson  Group 


9201’State  Line  Rd.  • Kansas  City,  MO  64114 


The  Physicians’  HELP 

(healing  each  laden  physician) 

Program 

of  the 

South  Dakota  State  Medical  Association 

Designed  to  help  physicians  addicted  to 
alcohol  and/or  other  drugs  as  well  as 
those  with  emotional  and  psychiatric 
disorders. 


All  referrals  and  information  remains 
confidential. 

Call:  (605)336-1965 
or 

Write:  Physicians’  HELP  Program 
1323  S.  Minnesota  Ave. 

Sioux  Falls,  SD  57105 
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Jacquelyn  Gunnarson,  President,  South  Dakota  State 
Medical  Association  Auxiliary 

How  Many  Rooms  of  Encouragement 
Are  in  Your  "Home  on  the  Range"? 

Do  you  remember  singing  the  song  "Home  on  the 
Range"?  Much  of  South  Dakota  is  range  land.  In 
establishing  our  own  "home  on  the  range",  we  need  to 
ask  ourselves.. ."how  many  rooms  of  encouragement  do 
we  have  in  reply  to  the  song’s  challenge  that  "seldom  is 
heard  a discouraging  word"?  I was  thinking  of  this  as  I 
was  writing  my  thoughts  for  this  month’s  article  in  the 
State  Medical  Journal.. .we  need  to  provide  encourage- 
ment for  one  another.  I have  recently  heard  of  a 
physician  in  our  state  who  attempted  to  take  his  own 
life;  another  has  received  a diagnosis  of  inoperable  car- 
cinoma; another  lost  his  license  as  an  impaired 
physician.  We  are  living  in  stress-filled  times.  We  all 
need  our  own  support  system,  our  "encouragers". 

Each  of  us  can  make  a difference  in  one  another’s 
lives.  We  can  build  up.. .or  tear  down.  We  can  give 
life. ..or  stifle  it.  We  can  either  bring  healing.. .or  add  to 
a person’s  hurts.  We  can  encourage  each  other  easier 
when  we  ourselves  have  also  been  encouraged. 

One  dictionary  definition  of  encouragement  is  "to  in- 
spire with  courage,  hope,  or  confidence".  Someone 
once  said  that  "encouragement  is  like  a transfusion  of 
courage".  With  all  the  concern  in  today’s  world  about 
receiving  a good  transfusion  of  blood. ..then  we  need  to 
apply  that  same  analogy  and  be  concerned  that  we  give 
a good  transfusion  of  courage  to  others.  This  becomes 
a challenge  to  physicians  in  daily  patient  contact. 

Certain  people  are  my  encouragers. ..they  have  been 
enabled  and  gifted  by  God. ..sent  on  a mission. ..grafted 
into  my  life. ..for  the  purpose  of  building  me  up. ..and 


loving  me  in  my  weaknesses.. .and  affirming  me  in  my 
strengths. 

How  many  athletic  events  are  won  because  of  the  en- 
couragement of  the  cheering  fans?  Our  daughter, 
Lynn,  wanted  to  play  basketball  in  the  5th  grade,  but  I 
wasn’t  sure  that  this  was  a good  sport  for  girls.  I final- 
ly let  her  try  it  in  the  6th  grade.  She  proved  to  be  a 
starting  player  in  most  of  her  games  from  then  on  and  I 
never  missed  any  of  these  events  until  her  Junior  year 
of  high  school.  I was  sick  with  the  flu  and  couldn’t  at- 
tend the  Sioux  Falls  Lincoln  game  at  Yankton.  It  went 
into  overtime  and  Lynn  was  at  the  free-throw  line  for  a 
deciding  basket.  I was  listening  over  WNAX  Radio 
and  could  hear  that  she  missed  the  shot  and  Lincoln 
lost.  On  returning  home,  she  told  me  that  she  looked 
around  in  the  audience  and  could  not  see  me  cheering 
her  on.  This  broke  her  concentration  and  she  missed 
the  shot  and  they  lost  the  game.  Do  you  remember 
when  the  US  Olympic  Hockey  Team  beat  the  Russians 
several  years  ago?  The  US  goalie  looked  around  the 
audience  and  as  the  TV  camera  zeroed  in  on  him,  you 
could  see  him  say  the  words,  "where’s  my  Dad"? 

The  greatest  challenge  for  encouragement  may  be  at 
home.  If  you  can  encourage  your  own  family,  who  ex- 
pose their  faults  to  each  other  on  a daily  basis,  then  you 
can  encourage  anyone.  Encouragement  in  the  family 
is  so  important  because  a large  part  of  each  day  is  con- 
sumed outside  of  the  home  and  during  that  time  they 
become  victims  of  others’  criticisms. 

Encouragement  can:  Refresh  the  spirit...Reinforce 
self-worth...Restore  joy  ..Revive  the  souL.Release  con- 
fidence...Relieve  pressure... Repel  negative 
thinking...Redeem  emotional  damage...Renew  hope. 

How  many  ways  of  encouragement  can  you  com- 
municate to  others  and  thereby  be  encouraged 
yourself?  # 
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University  of  South  Dakota  School  of  Medicine 

" ...  providing  medical  education,  service 
and  research  for  South  Dakotans" 


Seasonal  Affective  Disorder:  Update  1988 

SAD  - merely  the  miseries  of  long  dark  cold  nights,  toy  of  the  researchers,  or  a clinical  entity? 

Matthew  Rieth 1 
Donald  D.  Gold,  Jr,  MD2 


ABSTRACT 

Seasonal  affective  disorder  (SAD)  is  a disturbance  of  both  mood  and  behavior.  It  is  four  times  more  common 
in  females.  Patients  frequently  have  a positive  family  history  of  affective  disorders  or  alcoholism.  Patients  tend 
to  experience  onset  of  depressive  symptoms  in  autumn  or  winter  in  at  least  two  consecutive  years  and  many  manifest 
associated  daytime  drowsiness  with  increased  sleep  time  (hypersomnia)  and  carbohydrate  craving.  SAD  typical- 
ly begins  in  the  second  or  third  decade  and  has  been  successfully  treated  strictly  with  exposure  to  bright  artificial 
light.  The  "winter  blues"  may  constitute  a milder  version  of  SAD.  The  syndrome  of  SAD  appears  to  have  broad 
support  and  to  be  a clinically  relevant  diagnosis  to  differentiate. 


A relationship  between  the  seasons  and  depression 
has  been  proposed  since  the  time  of  Hippocrates 
and  Aretaeus.  Over  the  past  fifteen  years  numerous 
studies  have  assessed  seasonal  variations  in  both 
depression  and  a consequence  of  depression,  suicide. 
These  studies  found  a greater  chance  of  endogenous 
depression  occurring  in  the  autumn  and  a lesser  chance 
in  the  spring.1  In  1984,  Rosenthal  and  co-workers 
coined  the  term  "seasonal  affective  disorder"  (SAD)  to 
identify  a syndrome  characterized  by  recurrent  depres- 
sion that  occurs  annually  at  the  same  time  of  year. 

Clinical  Characteristics 

2 

Characteristic  symptoms  identified  by  Rosenthal: 

• increased  appetite  and  weight  gain 
• carbohydrate  craving 
• decreased  physical  activity 
• work  and  interpersonal  difficulties 
• depressed,  anxious,  and  irritable  mood 

Since  then,  individuals  with  SAD  have  been  also 
characterized  by  the  atypical  depressive  symptoms  of 
hypersomnia  and  carbohydrate  craving.  Recent  work  by 
Garvey  supports  earlier  reports  that  hypersomnia  and 
carbohydrate  craving  are  more  common  in  SAD 
patients  than  in  those  with  nonseasonal  depression. 


1Fourth  year  medical  student,  USD  School  of  Medicine, 

Sioux  Falls,  SD. 

Associate  Professor  of  Psychiatry,  USD  School  of  Medicine, 

Sioux  Falls,  SD 


Reduced  libido,  irritability,  and  increased  appetite 
were  also  associated  with  seasonal  depression  but  were 
not  statistically  significant.3 

Rosenthal’s  inclusion  criteria  specified  subjects 
with  a regular  mood  change  in  the  winter,  in  at  least  two 
consecutive  years,  and  whose  depression  remitted  the 
following  spring  or  summer.  He  proposed  the  follow- 
ing operational  criteria: 

• history  of  a major  affective  disorder  according  to 
Research  Diagnostic  Criteria, 

• development  of  such  depressive  episodes  in  the 
autumn  or  winter  with  remission  by  the  following 
spring  or  summer  in  at  least  two  consecutive  years, 
and 

• the  absence  of  any  other  psychiatric  disorder. 

Boyce1  identified  a group  of  subjects  who  reported 
a seasonal  disorder  with  onset  in  spring/summer  and 
remission  in  autumn/winter.  Wehr  described  a similar 
group  of  patients  with  summer  depression  and  winter 
hypomania.  These  people  have  a slightly  different 
symptom  pattern,  with  loss  of  energy  and  social 
withdrawal  being  present  in  all  twelve  patients  in  the 
study.  The  significance  of  their  seasonal  reversal 
remains  unclear.  Perhaps  the  two  patterns  are 
manifestations  of  the  same  underlying  illness.4 

Epidemiology 

More  than  80%  of  Rosenthal’s  patients  reported 
amelioration  of  depression  after  traveling  south  and  an 
exacerbation  after  traveling  north.2  Indeed,  the  early 
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concept  had  been  that  SAD  was  a disease  exclusively 
of  northern  peoples  and  colder  climates.  Boyce, 
however,  recently  reported  a group  of  southern 
hemisphere  subjects  who  suffer  from  a seasonal 
disorder  that  has  its  onset  in  winter/autumn  and  remits 
in  spring/summer.  The  study  was  conducted  in 
Australia,  where  the  temperature  rarely  falls  to 
freezing,  yet  the  symptom  pattern  is  remarkably  similar 
to  that  reported  by  Rosenthal,  from  a climate  with  a 
mean  midwinter  temperature  of  less  than  30°  F.  This 
suggests  that  temperature  is  not  a significant  variable 
in  the  onset  of  the  disorder. 

Rosenthal  reported  80%  of  SAD  patients  to  be 
women.  Onset  typically  begins  in  the  second  or  third 
decade,  although  the  disorder  has  been  reported  in 
children  and  adolescents.5,6  Rosenthal  also  reported 
that  69%  of  SAD  patients  had  a family  history  of  a 
major  affective  disorder  in  at  least  one  first-degree 
relative.  There  was  a history  of  SAD  in  a first-degree 
relative  in  only  17%.  Jacobsen6  reported  that  more 
than  two-thirds  of  his  SAD  patients  had  a first-degree 
relative  with  a major  affective  disorder,  and  that  more 
than  one-third  of  the  SAD  patients  had  a first-degree 
relative  also  with  SAD. 

Though  the  incidence  of  SAD  is  unknown, 
interesting  information  can  be  obtained  by  studying 
patients  with  bipolar  affective  disorder  (previously 
called  manic-depressive  illness).  Kraepelin  stated  that 
only  a small  minority  of  manic-depressive  patients, 
probably  not  more  than  4-5%,  show  regularly  occurring 
seasonal  mood  cycles.  Rosenthal2  has  reported  on  nine 
of  thirty  nine  bipolar  patients  (23%)  with  seasonal 
mood  fluctuations  of  similar  magnitude  to  those  in 
patients  with  SAD.  Garvey3  found  a 38%  prevalence 
of  seasonal  depression  among  patients  with  affective 
illness.  Rourke7  believes  it  to  be  less  common, 
reporting  that,  of  patients  who  suffer  a major 
depressive  episode,  perhaps  10%  have  a variant  or 
atypical  depression  characterized  by  seasonal 
vulnerability.  A 10%  prevalence  of  SAD  in  an  affective 
population  is  closer  to  our  experience  with  a South 
Dakota  population. 


Treatment 

a)  d-fenfluramine:  Pursuing  traditional  lines  of 

therapy,  Rourke7  recently  implicated  serotonin  in 
the  etiology  of  SAD.  He  found  that  d-fenfluramine 
(Pondimin),  which  enhances  serotonin-mediated 
neurotransmission,  was  associated  with  a remission 
of  all  symptoms  in  four  of  seven  SAD  patients.  This 
apparent  effectiveness  of  d-fenfluramine  suggests 
that  serotonin  may  be  involved  in  the  disturbances 
of  both  mood  and  food  intake  which  characterize 
this  type  of  depression.  Serotonergic  drugs  like 
trazodone  hydrochloride  (Desyrel,  Trialodine)  and 
amitriptyline  (Amitril,  Elavil,  Endep)  have  been 


used  in  the  treatment  of  both  atypical  and  typical 
depression;  however,  these  drugs  not  infrequently 
increase  appetite  - particularly  for  sweet  car- 
bohydrates. The  ability  of  d-fenfluramine  to 
suppress  calorie  intake  may  reflect  greater 
neurotransmitter  specificity  as  compared  to  the 
other  drugs.  This  property  may  be  especially  use- 
ful in  treatment  of  patients  like  those  in  this  study, 
whose  depression  is  associated  with  weight  gain. 

h)  monoamine  oxidase  inhibitors/tricyclic  anti- 
depressants: Thompson8  has  pointed  out  the 
similarity  of  symptoms  between  SAD  and  both 
atypical  depression  and  hysteroid  dysphoria. 
These  latter  disorders  appear  differentially  sensi- 
tive to  monoamine  oxidase  inhibitors  rather  than 
tricyclic  antidepressants  (TCAs).  This  suggests 
that  the  response  of  SAD  patients  to  monoamine 
oxidase  inhibitors  may  be  an  important  area  for  fu- 
ture investigation.  It  also  seems  to  suggest  that 
TCAs  will  not  play  an  important  part  in  treating 
SAD  patients.  However,  little  work  has  been  docu- 
mented on  the  use  of  TCAs  to  treat  SAD  patients; 
large  trials  are  needed  before  any  real  conclusions 
as  to  their  efficacy  can  be  drawn. 

c)  phototherapy:  Most  of  the  treatment  research  in 
this  disorder  has  focused  on  phototherapy.  In  1984, 
Rosenthal2  suggested  that  extending  the 
photoperiod  with  bright  artificial  light  had  an 
antidepressant  effect.  Since  that  time,  the  effect  of 
phototherapy  as  an  antidepressant  in  the  treatment 
of  patients  with  SAD  has  been  well  documented.5 
In  1986,  Anderson7  reported  an  open  study  of  SAD 
patients  treated  with  phototherapy;  he  found  that 
phototherapy  was  effective  in  reducing  depressive 
symptoms  in  only  the  group  with  SAD,  while  it  had 
no  effect  on  those  with  nonseasonal  depression. 
This  suggested  specificity  of  light  in  SAD. 

Although  no  "best  method"  of  administering 
phototherapy  has  been  established,  the  following 
apparatus  and  technique  have  been  used  most 
frequently:  full-spectrum  fluorescent  light  in  the  form 
of  six  powertwist  tubes  (tubes  with  increased  surface 
area  and  higher  percent  output),  or  eight  regular 
40-watt  full-spectrum  tubes,  are  encased  in  a 2x4 
rectangular  metal  fixture  which  provides  a reflecting 
surface  behind  the  light  with  a plastic  diffusing  screen 
in  front.  The  light  box  is  placed  at  eye  level;  the  patient 
sits  approximately  three  feet  away,  staring  at  the  light 
for  a few  seconds  every  minute.  The  intensity  of  light 
measured  at  three  feet  from  this  light  source  is  2,500 
lux,  which  is  equivalent  to  the  amount  of  light  exposure 
one  would  receive  by  looking  out  of  a window  on  a 
sunny  spring  day.  In  treating  patients  with  SAD,  four 
hours  of  treatment  per  day  is  recommended  initially 
(two  hours  in  the  morning  and  two  hours  in  the 
evening).  If  this  is  successful,  the  patient  can,  after  one 
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or  two  weeks,  experiment  with  reducing  treatment 
duration.  Treatment  should  continue  until  the  spring 
(March  or  April).10 

The  Mechanism  of  Phototherapy 

While  the  efficacy  of  light  in  treating  SAD  seems  to 
be  unanimously  accepted,  its  mechanism  of  action 
remains  unclear.  Several  hypotheses  have  been 
proposed  and  are  under  investigation. 

a)  melatonin  hypothesis:  The  mechanism  of 

phototherapy  was  originally  thought  to  be  due  to 
light’s  ability  to  suppress  melatonin  secretion.  By 
extending  the  total  time  of  exposure  (the 
photoperiod),  the  nocturnal  melatonin  secretory 
phase  is  reduced.  Recent  studies,  however,  have 
caused  this  theory  to  lose  favor  with  most  re- 
searchers. Jacobsen11  studied  the  functional 
regulation  of  melatonin  secretion  in  SAD  patients 
and  found  no  abnormality  compared  to  controls. 
He  concluded  this  argued  against  the  etiologic  im- 
portance of  melatonin  secretion  in  SAD. 
Rosenthal12  recently  reported  nineteen  SAD 
patients  in  whom  atenolol  was  used  to  suppress 
melatonin  secretion.  He  found  no  difference  in 
antidepressant  effect  between  drug  and  placebo 
groups,  supporting  the  argument  against  the 
melatonin  hypothesis. 

b)  phase-shift  hypothesis:  SAD  patients  were 

believed  by  some  workers  to  have  circadian  rhythms 
that  were  out-of-phase.  Morning  phototherapy 
merely  served  to  shift  the  ciradian  rhythm  of 
melatonin  secretion,  or  another  light-influenced 
neurotransmitter,  back  to  normal.  This  phase-shift 
hypothesis  relied  on  the  timing  of  the  light  therapy 
in  extending  the  photoperiod.  However,  several 
recent  studies  have  documented  phototherapy  to  be 
equally  efficacious  for  SAD  patients  treated  either 
in  the  morning,  or  in  the  middle  of  the  day.  These 
results  suggest  the  antidepressant  effect  of 
phototherapy  in  SAD  does  not  depend  on  its 
capacity  to  extend  day  length  and  is  not  likely  to  be 
due  to  a shift  in  the  timing  of  circadian  rhythms.13 

c)  photon-counting  hypothesis:  This  concept  at- 

tempts to  accommodate  empirical  findings  by 
theorizing  that  only  the  brightness  and  duration  of 
the  light  (i.e.,  number  of  photons)  are  important.5 
Bright  light,  therefore,  should  be  significantly  more 
effective  than  dim  light  in  the  treatment  of  depres- 
sive symptoms.  This  has  not  been  consistently  or 
clearly  demonstrated  at  present. 

d)  conditioned  stimulus:  Another  possiblity  is  that  the 
light  acts  as  a conditioned  stimulus  to  bring  about 
an  elevated  mood  in  the  absence  of  any  biological 
effect.14  Wehr15  found  that  the  antidepressant  ef- 
fects of  phototherapy  were  much  greater  when  light 
was  applied  to  the  eyes  than  when  applied  to  the 
skin,  suggesting  that  the  anatomical  route  of  entry 


is  clinically  relevant  and  an  important  clue  for  fur- 
ther investigation  of  the  mechanism  of 
phototherapy.  However,  patients’  expectations 
nearly  always  predicted  the  outcome,  leaving  open 
the  possibility  that  expectations  were  responsible 
for  the  responses. 

e)  placebo  effect:  The  possiblity  of  placebo  effect 
alone  has  not  entirely  disappeared  from  the  litera- 
ture.14 This  is  due  in  part  to  the  difficulty  of 
administering  light  therapy  in  a double-blind  study. 
A number  of  factors  argue  against  the  placebo  ef- 
fect: 1)  unlike  a placebo  response,  relief  from  SAD 
symptoms  does  not  occur  immediately,  but  general- 
ly takes  from  three  to  five  days.  2)  the  symptomatic 
improvement  is  maintained  until  the  lights  are 
withdrawn,  and  is  consistently  effective  year-after- 
year.  3)  phototherapy  can  be  used  prophylactically 
to  prevent  seasonal  (fall)  decline.  4)  a biological 
mechanism  is  suggested  by  the  observation  that 
relapse  in  patients  withdrawn  from  phototherapy 
before  springtime  does  not  occur  immediately,  as 
might  happen  with  a placebo,  but  takes  about  three 
days.6 

The  mechanism  of  the  response  to  phototherapy  in 
SAD  is  still  uncertain.  Various  biological  effects  have 
been  attributed  to  photons  of  light:  plasma 
norepinephrine  appears  low  in  SAD  patients  in  direct 
proportion  to  the  severity  of  symptoms.  Bright  light 
seems  to  reverse  this  abnormality.  This  treatment  also 
appears  to  modify  peripheral  immune  functioning  in 
SAD  patients,  and  to  improve  the  processing  of  visual 
information  as  measured  by  event-related  brain 
potentials. 

Seasonal  Mania 

Interestingly,  there  also  appears  to  be  a seasonal 
variation  in  the  prevalence  of  mania  in  bipolar  affective 
disorders.  Manic  admissions  to  an  Irish  hospital  have 
recently  been  reported  higher  in  the  sunnier  months 
and  in  months  with  a greater  average  day  length.  There 
was  a sex  difference  with  female  admissions  peaking  in 
July  and  the  greatest  number  of  male  admissions 
occurring  in  March,  April  and  May.  Temperature  did 
not  correlate  with  admission  rate;  suggesting  that  it  is 
the  light  or  brightness  aspect  of  sunshine,  rather  than 
its  heat  which  is  the  critical  factor  in  this 
phenomenon.17 

Summary 

Since  1984,  SAD  has  evolved  from  a catchy  acronym 
of  questionable  clinical  significance  to  an  established 
affective  disorder.  It  is  a disease  of  seasonally 
recurrent  depression,  often  with  characteristic 
hypersomnia  and  carbohydrate  craving.  SAD  is 
present  in  both  northern  and  southern  hemispheres, 
predominantly  affects  women  in  early  adulthood,  and, 
among  the  affective  disorders,  appears  uniquely 
responsive  to  light  therapy.  Its  frequent  familial 
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association  with  the  other  affective  disorders  perhaps 
implies  a spectrum  of  depressive  disease  with  similar 
neurochemical  characteristics.  If  such  is  the  case, 
elucidation  of  the  mechanism  of  phototherapy  in  SAD 
could  prove  valuable  to  the  understanding  and 
treatment  of  all  affective  illness.  At  the  very  least,  an 
increased  awareness  of  SAD  will  bring  more  affected 
persons  to  appropriate  treatment. 
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hepatic  metabolism  of  phenytoin  Given  at  a common  clinical  dosage,  it  increased  the  phenytom  half-life  by 
39%  and  decreased  the  phenytoin  metabolic  clearance  rate  by  27%  When  giving  these  drugs  concurrently, 
be  alert  for  possible  excessive  phenytoin  effect  Sulfonamides  can  displace  methotrexate  from  plasma  pro- 
tein binding  sites,  thus  increasing  free  methotrexate  concentrations 

Drug/Laboratory  Test  Interactions  Bactrim,  specifically  the  trimethoprim  component,  can  interfere  with  a 
serum  methotrexate  assay  as  determined  by  the  competitive  binding  protein  technique  (CBPA)  when  a 
bacterial  dihydrofolate  reductase  is  used  as  the  binding  protein  No  interference  occurs  if  methotrexate  is 
measured  by  a radioimmunoassay  (RIA)  The  presence  of  trimethoprim  and  sulfamethoxazole  may  also 
interfere  with  the  Jaff6  alkaline  picrate  reaction  assay  for  creatinine,  resulting  in  overestimations  of  about 
10%  in  the  range  of  normal  values 

Carcinogenesis.  Mutagenesis.  Impairment  of  Fertility  Carcinogenesis  Long-term  studies  in  animals  to 
evaluate  carcinogenic  potential  not  conducted  with  Bactrim  Mutagenesis  Bacterial  mutagenic  studies  not 
performed  with  sulfamethoxazole  and  trimethoprim  in  combination  Trimethoprim  demonstrated  to  be 
nonmutagemc  in  the  Ames  assay  No  chromosomal  damage  observed  in  human  leukocytes  in  vitro  with 
sulfamethoxazole  and  trimethoprim  alone  or  in  combination,  concentrations  used  exceeded  blood  levels  of 
these  compounds  following  therapy  with  Bactrim  Observations  of  leukocytes  obtained  from  patients 
treated  with  Bactrim  revealed  no  chromosomal  abnormalities  Impairment  of  Fertility  No  adverse  effects  on 
fertility  or  general  reproductive  performance  observed  in  rats  given  oral  dosages  as  high  as  70  mg/kg/day 
trimethoprim  plus  350  mg/kg/day  sulfamethoxazole 

Pregnancy  Teratogenic  Effects  Pregnancy  Category  C Trimethoprim  and  sulfamethoxazole  may  interfere 
with  folic  acid  metabolism;  use  during  pregnancy  only  if  potential  benefit  justifies  potential  risk  to  fetus 
Nonteratogenic  Effects:  See  CONTRAINDICATIONS  section 
Nursing  Mothers:  See  CONTRAINDICATIONS  section 

Pediatric  Use:  Not  recommended  for  infants  under  two  months  (see  INDICATIONS  and  CONTRAINDICA- 
TIONS sections) 

ADVERSE  REACTIONS:  Most  common  are  gastrointestinal  disturbances  (nausea,  vomiting,  anorexia)  and 
allergic  skin  reactions  (such  as  rash  and  urticaria)  FATALITIES  ASSOCIATED  WITH  THE  ADMINISTRATION 
OF  SULFONAMIDES.  ALTHOUGH  RARE.  HAVE  OCCURRED  DUE  TO  SEVERE  REACTIONS,  INCLUDING 
STEVENS-JOHNSON  SYNDROME.  TOXIC  EPIDERMAL  NECROLYSIS.  FULMINANT  HEPATIC  NECROSIS. 
AGRANULOCYTOSIS.  APLASTIC  ANEMIA  AND  OTHER  BLOOD  DYSCRASIAS  (SEE  WARNINGS  SECTION) 
Hematologic:  Agranulocytosis,  aplastic  anemia,  thrombocytopenia,  leukopenia,  neutropenia,  hemolytic 
anemia,  megaloblastic  anemia,  hypoprothrombinemia,  methemoglobinemia,  eosmophilia  Allergic  Reac- 
tions Stevens-Johnson  syndrome,  toxic  epidermal  necrolysis,  anaphylaxis,  allergic  myocarditis,  erythema 
multiforme,  exfoliative  dermatitis,  angioedema,  drug  fever,  chills,  Henoch-Scnoenlein  purpura,  serum 
sickness-like  syndrome,  generalized  allergic  reactions,  generalized  skin  eruptions,  photosensitivity,  con- 
junctival and  scleral  injection,  pruritus,  urticaria  and  rash  Periarteritis  nodosa  and  systemic  lupus  erythe- 
matosus have  been  reported  Gastrointestinal  Hepatitis  (including  cholestatic  jaundice  and  hepatic 
necrosis),  elevation  of  serum  transaminase  and  bilirubin,  pseudomembranous  enterocolitis,  pancreatitis, 
stomatitis,  glossitis,  nausea,  emesis,  abdominal  pain,  diarrhea,  anorexia  Genitourinary  Renal  failure, 
interstitial  nephritis.  BUN  and  serum  creatinine  elevation,  toxic  nephrosis  with  oliguria  and  anuria,  crystal- 
luria Neurologic  Aseptic  meningitis,  convulsions,  peripheral  neuritis,  ataxia,  vertigo,  tinnitus,  headache 
Psychiatric:  Hallucinations,  depression,  apathy,  nervousness.  Endocrine:  Sulfonamides  bear  certain  chem- 
ical similarities  to  some  goitrogens,  diuretics  (acetazolamide  and  the  thiazides)  and  oral  hypoglycemic 
agents;  cross-sensitivity  may  exist  Diuresis  and  hypoglycemia  have  occurred  rarely  in  patients  receiving 
sulfonamides  Respiratory  Pulmonary  infiltrates  Musculoskeletal  Arthralgia,  myalgia  Miscellaneous 
Weakness,  fatigue,  insomnia 

DOSAGE  AND  ADMINISTRATION:  Not  recommended  for  use  in  infants  less  than  two  months  of  age 

URINARY  TRACT  INFECTIONS  AND  SHIGELLOSIS  IN  ADULTS  AND  CHILDREN,  AND  ACUTE  OTITIS  MEDIA 
IN  CHILDREN  Usual  adult  dosage  for  urinary  tract  infections  is  one  DS  tablet,  two  tablets  or  four  teaspoon- 
fuls (20  ml)  b i d for  10  to  14  days  Use  identical  daily  dosage  for  5 days  for  shigellosis  Recommended 
dosage  for  children  with  urinary  tract  infections  or  acute  otitis  media  is  8 mg/kg  trimethoprim  and  40  mg/kg 
sulfamethoxazole  per  24  hours,  in  two  divided  doses  every  12  hours  for  10  days  Use  identical  daily  dosage 
for  5 days  for  shigellosis  Renal  Impaired  Creatinine  clearance  above  30  ml/min,  give  usual  dosage; 
15-30  ml/mm,  give  one-half  the  usual  regimen;  below  15  ml/mm,  use  not  recommended 
ACUTE  EXACERBATIONS  OF  CHRONIC  BRONCHITIS  IN  ADULTS  Usual  adult  dosage  is  one  DS  tablet,  two 
tablets  or  four  teasp  (20  ml)  bid  for  14  days 

PNEUMOCYSTIS  CARINII  PNEUMONIA  Recommended  dosage  is  20  mo/kg  trimethoprim  and  100  mg/kg 
sulfamethoxazole  per  24  hours  in  equal  doses  every  6 hours  for  14  days  See  complete  product  information 
for  suggested  children's  dosage  table 

HOW  SUPPLIED:  DS  (double  strength)  Tablets  (160  mg  trimethoprim  and  800  mg  sulfamethoxazole)— 
bottles  of  100,  250  and  500;  Tel-E-Dose^  packages  of  100;  Prescription  Paks  of  20  Tablets  (80  mg  tri- 
methoprim and  400  mg  sulfamethoxazole)— bottles  of  100  and  500.  Tel-E-Dose^  packages  of  100, 
Prescription  Paks  of  40  Pediatric  Suspension  (40  mg  trimethoprim  and  200  mg  sulfamethoxazole  per 
teasp  )— bottles  of  100  ml  and  16  oz  (1  pint).  Suspension  (40  mg  trimethoprim  and  200  mg  sulfamethoxa- 
zole per  teasp  ) — bottles  of  16  oz  (1  pint) 

STORE  TABLETS  AT  15°-30°C  (59°-86'F)  IN  A DRY  PLACE  PROTECTED  FROM  LIGHT  STORE  SUSPEN- 
SIONS AT  15°-30°C  (59°-86°F)  PROTECTED  FROM  LIGHT 
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SOUTH  DAKOTA 


This  Is  Your  Medical  Association 


Dr.  Tom  Dean  of  Wessington  Springs  has  been  re- 
elected to  the  board  of  directors  of  the  National  Rural 
Health  Association  at  a recent  meeting  of  the  board  in 
Washington,  DC.  Dr.  Dean  will  represent  South 
Dakota,  North  Dakota,  Montana,  Wyoming,  Colorado 
and  Utah.  He  has  served  on  the  board  for  three  years 
and  has  been  elected  to  their  executive  committee  and 
serves  as  the  NRHA  liaison  representative  to  the 
American  Academy  of  Family  Physicians. 

He  Hs  He  He  He 

The  city  of  Wall  recently  honored  Dr.  Robert  Hayes.  A 
long-time  South  Dakota  physician  and  past  president 
of  the  State  Medical  Association,  who  has  practiced  in 
Wall  since  1975.  Since  then  the  area  has  benefited  from 
his  practice  as  "old  country  doctor"  combined  with 
modern  technology.  Dr.  Hayes  was  instrumental  in 
developing  the  Physician’s  Assistant  Program  in  South 
Dakota. 


Terry  Seeman,  MD,  an  orthopedic  surgeon  and  native 
of  Sioux  Falls,  has  begun  practice  in  Watertown.  He 
received  his  undergraduate  training  at  Mankato  State 
University,  obtaining  his  BA  in  1979.  He  received  his 
medical  degree  from  the  University  of  Minnesota 
Medical  School  in  June,  1983.  He  completed  a 
one-year  internship,  and  a four-year  residency  in 
orthopedic  surgery  at  Southern  Illinois  University.  In 
addition,  he  has  completed  special  training  in  hand  and 
microsurgery/plastic  surgery.  He  specializes  in  totcil 
joint  replacement,  arthroscopy,  sports  medicine,  hand 
surgery,  spine  surgery,  fractures  and  trauma. 

Dr.  Seeman  and  his  wife,  Lori,  have  three  sons. 

* * * * * 

Verlynne  V.  Volin,  MD,  Sioux  Falls,  received  the  1988 
state  Family  Doctor  of  the  Year  award  from  the  South 
Dakota  Academy  of  Family  Physicians. 

Dr.  Volin,  a native  of  Lennox,  has  practiced 
medicine  for  more  than  40  years  in  Sioux  Falls.  As  a 
dedicated  physician,  he  has  cared  for  several 
generations  of  many  families  over  the  years. 


Leigh  W.  Keller,  MD  of  Peoria,  Arizona,  died  this 
year  at  his  home.  Dr.  Keller  practiced  in  Webster, 
South  Dakota  from  1954-1969.  He  was  also  a mem- 
ber of  the  South  Dakota  State  Medical  Association 
during  that  time.  He  and  his  wife,  Alice,  moved  to 
Arizona  after  his  retirement  from  the  VA  system 
where  he  practiced  from  1969-1987. 


The  American  Heart  Association  recently  elected 
Douglas  Traub,  MD,  of  Rapid  City  to  the  AHA  Dakota 
Affdiate  Board  of  Directors. 

* * * * * 

Dr.  David  Smith,  of  Yankton,  has  recently  been 
awarded  a working  fellowship  in  geriatrics  from  the 
Dakota  Plains  Geriatric  Education  Center,  a 
consortium  of  the  four  state  universities  in  the  Dakotas. 
Dr.  Smith  is  associate  professor  of  family  medicine  and 
psychiatry  for  the  University  of  South  Dakota  School 
of  Medicine.  He  is  also  medical  director  of  the 
geropsychiatry  unit  of  the  SD  Human  Services  Center. 

* * * * * 

USD  School  of  Medicine  has  announced  that  Professor 
Richard  H.  Wiebe,  MD  has  joined  the  Department  of 
Obstetrics  and  Gynecology  as  Chairman.  He  is  a native 
of  Canada.  He  attended  the  University  of 
Sasketchewan,  Saskatoon,  Sasketchewan,  where  he 
completed  his  undergraduate  education  in  1958  and 
received  his  medical  degree  in  May  1962.  After 
completing  a one-year  internship  at  Vancouver 
General  Hospital  in  1963,  he  did  a one-year  residency 
in  obstetrics  and  gynecology  at  the  University  of  Texas, 
and  completed  a four-year  residency  at  Queen’s 
University,  Kingston,  Ontario.  Dr.  Wiebe  practiced  for 
several  years  in  Estevan,  Sasketchewan. 

He  was  an  associate  professor  at  Duke  University  in 
North  Carolina  until  1981  and  professor  of  obstetrics 
and  gynecology  at  the  University  of  Alabama  in  Mobile 
from  1982  until  he  came  to  South  Dakota. 

Dr.  Wiebe  is  an  editorial  consultant  for  two  major 
medical  publications,  Fertility  and  Sterility  and 
Obstetrics  and  Gynecology.  He  also  serves  on  the 
advisory  boards  for  two  well-known  medical  societies. 
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Rosa  Moncholi,  MD  has  begun  practice,  specializing  in 
interned  medicine,  in  Winner.  She  is  a native  of  New 
Y ork  and  came  to  South  Dakota  from  Bronx,  New  Y ork 
where  she  worked  at  the  Lincoln  Medical  and  Mental 
Health  Center  in  the  ambulatory  care  department.  She 
received  her  medical  degree  from  Universidad  De 
Navarra,  Pamplona,  Spain,  in  1984.  She  completed  her 
internship  and  residency  in  internal  medicine  at  the 
Lincoln  Medical  Center  from  1984  - 1987.  Dr. 
Moncholi  will  spend  one  day  a week  at  the  satellite 
clinic  in  Mission. 

She  was  just  recently  married  to  Dr.  Michael 
Barboni  who  practices  internal  medicine  at  the  Public 
Health  Service  Hospital  in  Rosebud.  They  will  live  in 
Rosebud  and  Dr.  Moncholi  will  commute  to  Winner. 

* * * * * 

Clark  Likness,  MD,  of  Watertown,  is  a member  of  the 
Governor’s  Task  Force  on  Children’s  Justice  which  is 
currently  studying  the  plight  of  sexually  and  physically 
abused  children  in  South  Dakota.  They  have  met 
recently  to  seek  measures  to  improve  services  for 
abused  children.  In  1987,  the  SD  Department  of  Social 
Services  investigated  and  substantiated  more  than 
4,500  cases  of  child  abuse. 

* * # * # 

Dr.  Margaret  Devick  of  Canton,  and  Dr.  Richard  Wake 
of  Brookings  have  completed  continuing  medical 
education  requirements  to  retain  membership  in  the 
American  Academy  of  Family  Physicians. 

s|c  $ * * i|e 

Robert  Goodhope,  MD,  assistant  professor  of  internal 
medicine  at  the  University  of  South  Dakota  School  of 
Medicine  and  chief  of  medicine  at  Fort  Meade  VA 
Medical  Center,  was  presented  with  the  Anton  Hyden 
Distinguished  Professor  Award  for  1988  at  the  School 
of  Medicine’s  graduation  ceremonies.  The  senior 
medical  students  present  this  award  each  year  to  the 
professor  who  most  inspired  and  influenced  them 
during  their  last  two  years  of  medical  school.  Dr. 
Goodhope  instructs  third  and  fourth  year  medical  stu- 
dents at  Fort  Meade  as  part  of  their  internal  medicine, 
psychiatry  and  surgery  rotations. 

$ $ $ $ $ 

Sioux  Falls  physician,  Dr.  Nancy  Carroll,  was  named 
Friend  of  Easter  Seals  for  her  professional  concern  for 
the  total  needs  and  welfare  of  disabled  children  and 
their  families.  She  serves  on  the  Easter  Seals 
Minnehaha  County  Advisory  Board  and  has  taken  a 
strong  interest  in  the  Easter  Seals  Respite  Care 
Program.  # 


YOCON 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxyiic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwotfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine’s  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it,  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon ® is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac 

Contraindications:  Renal  diseases,  and  patient’s  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history  Nor  should  it  be  used  in  coniunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.1'2  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.1  3 
Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence. 1 >3'4  1 tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  Vi  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks.3 
How  Supplied:  Oral  tablets  of  Yocon*  1/12  gr.  5.4  mg  in 
bottles  of  100’s  NDC  53159-001-01  and  1000  s NDC 
53159-001-10. 
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SOUTH  DAKOTA 


CONTRIBUTORS  NEEDED! 


During  the  last  four  years  the  South  Dakota 
Medical  School  Endowment  Association  has 
granted  over  200  loans  totaling  nearly 
$1 1 5,000.  These  low  interest  (6%)  loans  go 
to  medical  students  who  are  attending  the  Uni- 
versity of  South  Dakota  School  of  Medicine. 
The  needs  of  these  medical  students  continue 
to  increase.  To  meet  these  needs  the  Endow- 
ment must  have  continued  growth  in  both  the 
size  and  numbers  of  donations. 


WE  NEED  YOUE  HELP!  ! ! 


Please  make  your  checks  payable  to: 

South  Dakota  Medical  School  Endowment  Association 
1323  S.  Minnesota  Ave. 

Sioux  Falls,  SD  57105 
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Keeping  your  patients 
healthy  is  important! 
So  is  maintaining  your 
cash  flow.  We  can  help. 

You  can  get  fast  service  if 
you  submit  your  Blue  Shield 
claims  promptly.  It  will  not 
only  keep  your  accounts 
current,  the  cash  flow 
situation  in  your  office  will  be 
a lot  healthier. 

* Registered  Service  Marks  of  the  National  Association  of  Blue  Shield  Plans 


SOUTH  DAKOTA  BLUE  SHIELD 

1601  West  Madison 
Sioux  Falls 
336-1976 

405  East  Omaha 
Suite  #7 
Rapid  City 
343-6755 
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SOUTH  DAKOTA 


Book  Review 


Dry  Bones 

(Dakota  Territory  Reflected) 

By  John  B.  Gregg  and  Pauline  S.  Gregg,  236  pages  with 
illustrations,  $25,  Vermillion,  SD,  USD  Press,  1987. 

The  cover  illustration  is  worth  the  price  of  this  book! 

The  title  page  describes  Dry  Bones  as  "an  illustrated 
descriptive  analysis  of  the  health  and  well  being  of  pre- 
vious peoples  and  cultures  as  mirrored  in  their 
remnants".  That  is  a succinct  summation  of  this 
volume,  which  represents  more  than  twenty-five  years 
of  investigation  and  study  of  ancient  skeletal  remains 
found  in  the  upper  Missouri  River  basin.  Data  were 
gathered  from  over  4000  skeletons.  More  than  1000  of 
the  skeletons  exhumed  in  this  geographic  area  have  in 
the  past  decade  been  returned  to  the  Native  Americans 
for  reburial/disposal.  These  particular  artifacts  are  un- 
likely to  ever  again  be  available  for  study  in  the  future. 
Documentation  of  pertinent  information  obtained 
while  the  material  was  available  is  of  particular  impor- 
tance. This  compendium  records  the  data  and 
experience  of  the  authors,  whose  objectives  were:  a)  to 
record  skeletal  findings  and  relate  them  to  the  people 
represented  and  their  environment,  b)  to  provide  il- 
lustrations of  the  findings,  and  to  explain  and  analyze 
their  frequency,  c)  to  relate  the  findings  to  the  culture 
of  the  time  and  area  of  the  antecedant,  d)  to  record 
findings  relative  to  the  health  and  welfare  of  the  pre- 
vious peoples  of  the  region  which  collaborate  or  differ 
from  the  findings  or  hypotheses  of  others,  e)  to  stimu- 
late interest  in  paleopathology  (osteopathology). 

Most  of  the  bones  studied  were  Arikara,  who  were 
inhabitants  of  the  upper  basin  area  about  1150  to  1832 
AD.  Fifty  or  more  skeletons  were  Middle  Plains 
Woodland,  a somewhat  earlier  (800-1200  AD)  culture. 
Two  disaster  (massacre)  sites  yielded  large  numbers  of 
bones.  The  Larson  Site,  on  the  river  near  Mobridge, 
South  Dakota,  produced  almost  700  skeletons  from  the 
period  1700-1785  AD.  Only  about  one  percent  of  the 
village  lodgings  were  excavated;  the  true  magnitude  of 
the  event  is  unknown.  The  Crow  Creek  Site  near 
Chamberlain  represented  a large  village  dating  from 
1325-1390  AD.  Nearly  500  skeletal  remains  were 
found,  all  showing  evidence  of  severe  trauma.  Again 
the  actual  total  is  not  known  since  the  site  was  closed 
and  sealed  after  the  limited  study  of  1978. 

Information  about  diseases  or  abnormalities  affect- 
ing these  early  people  depended  upon  finding 
recognizable  osteopathy  in  remnant  bones.  Cultural 
artifacts,  burial  customs,  and  historical  accounts  of 


contemporary  observers  when  applicable,  all  aided  in 
assessment  and  interpretation  of  the  bone  findings. 
Accidents  causing  bone  changes  seemed  less  prevalent 
in  the  more  ancient  skeletons  than  among  contem- 
porary Native  Americans  of  this  region.  Fractures 
were  the  most  common  injury.  There  seemed  to  be 
more  evidence  of  accidental  injuries  in  the  late  18th 
century  than  in  the  pre-Columbian  era.  Was  there  a 
possible  relationship  to  the  introduction  of  horses  to 
North  America  by  the  Spanish  and  their  use  by  the  na- 
tive peoples?  Signs  of  induced  trauma  and  mutilation, 
such  as  scalping  marks,  were  present  in  both  pre  and 
post  Columbian  skeletons. 

Degenerative  arthritic  changes  were  evident,  as  were 
those  of  osteomyelitis  and  periostitis.  There  were  no 
findings  suggestive  of  tuberculosis  in  the  pre-Colum- 
bian bones;  there  were  indications  of  tuberculous  bone 
disease  found  in  the  more  recent  skeletons. 

A number  of  bones  from  Crow  Creek  (1300-1350 
AD)  showed  changes  of  treponemal  involvement; 
however,  such  were  not  present  in  the  earlier  Middle 
Plains  Woodlands  remains.  At  Crow  Creek  there  was 
also  evidence  of  malnutrition,  possible  scurvy,  and  iron 
deficiency. 

Congenital  anomalies  and  developmental  disorders 
as  seen  in  the  skeleton  do  not,  according  to  the  authors, 
appear  to  have  changed  in  location  or  frequency  over 
the  last  1000  years. 

DRY  BONES  is  a fascinating  collection  of  informa- 
tion about  the  inhabitants  of  this  geographic  area 
before  the  coming  of  the  Europeans.  The  authors  have 
related  the  ancient  bone  artifacts  with  their  clues  to  dis- 
ease or  injury,  with  historical  and  cultural  information 
from  other  sources  to  present  a realistic  vignette  of  the 
peoples’  health  and  way  of  life.  Such  studies  have 
relevance  to  the  understanding  of  at  least  some  of  the 
present  day  health  problems  of  American  Indians. 

Although  not  intended  primarily  for  physicians,  this 
is  a book  most  medical  practitioners,  particularly  those 
living  in  the  geographic  environs  of  the  upper  Missouri 
River,  will  find  both  intriguing  and  informative.  # 

C.F.  Gutch,  MD 
USD  School  of  Medicine 
Sioux  Falls,  SD 
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General/Family 

Practitioner 

PROGRESSIVE  COMMUNITY  in  Northeast 
South  Dakota  has  a position  open  for  a gen- 
eral practitioner  or  family  practitioner  for 
full  time  solo  practice.  Guaranteed  income 
plus  generous  benefits  including  paid  mal- 
practice. Satellite  clinic  to  multihospital  sys- 
tem. No  night  or  weekend  call.  Send  CV  to: 

Mr.  Kim  Erb,  Administrative  Director 
Clinical  Services 
1400-1 5th  Avenue,  NW 
Aberdeen,  SD  57401 
Phone:  (605)  622-3489 


Group  Practice  Positions  Available 

for  Board  Eligible/Board  Certified  physicians  in 
the  following  specialties: 

• Family  Practice 

• Occupational  Medicine 

• Internal  Medicine 

• Physical  Medicine  and  Rehabilitation 

• Emergency  Medicine 

• Adult  Psychiatry 

• Child  Psychiatry 

• Obstetrics/Gynecology 

Locations  include  Minneapolis,  Minnesota;  Shell 
Lake,  Wisconsin;  and  Des  Moines,  Iowa.  All 
positions  offer  competitive  salary/benefits.  For 
more  information  please  send  letter  of  inquiry  and 
curriculum  vitae  to: 

Scott  M.  Lindblom 

Fairview  Physician  and  Clinic  Services 
2312  South  Sixth  Street 
Minneapolis,  Minnesota  55454 
or  call 

612-371-6235 

1-800-552-1125,  ext.  6235  in  Minnesota 
1-800-328-4661,  ext.  6235  out  of  state 
An  equal  opportunity  employer. 


EMERGENCY  PHYSICIANS 

South  Dakota:  Expanding  physician- 
owned  emergency  group  has  opening 
for  full-time  career-oriented  emergen- 
cy physicians  in  South  Dakota.  Excel- 
lent benefits  including  malpractice,  dis- 
ability, health  insurance,  profit  shar- 
ing, etc.  Flexible  work  schedules,  ex- 
cellent working  and  living  conditions. 

Contact:  Donald  Kougl,  M.D. 

(307)  632-1436 

or  send  CV  to:  EMP,  P.C. 

P.O.  Box  805 
Cheyenne,  WY 
82003-0805 


Primary  Care 
Physicians  Needed 

Banner  Elk,  North  Carolina.  Population 
50,000+  seasonal.  Four-season  resort 
area.  Solo,  possible  partnership.  OB 
optional.  Seventy-nine  bed  JCAHO 
accredited  hospital  adjacent.  Salary 
guaranteed  first  year.  Contact: 

Administrator 
Cannon  Memorial  Hospital 
PO  Box  8 

Banner  Elk,  NC  28604 
Phone:  (704)  898-5111 
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Family  Physician 

Family  physician  sought  to  join  a group 
of  four  board-certified  family  physicians 
practicing  in  a 3,500  population  town 
located  in  the  beautiful  Minnesota  River 
Valley.  New  hospital  and  new  attached 
clinic.  Contact: 

D.  Carter,  MD 
295  Tenth  Avenue 
Granite  Falls,  MN  56241 
(612)  564-25 11  (office) 

(612)  564-4409  (home) 


INTERNIST  WANTED 

Position  vacancy  for  an  internist  to  join  an  ener- 
getic group  of  physicians  at  Fort  Meade  Veterans 
Administration  Medical  Center.  Candidates 
must  be  fully  trained  in  internal  medicine  with  or 
without  sub-specialty  training  and  be  able  to 
qualify  for  a full  time,  faculty  appointment  with 
the  University  of  South  Dakota  School  of 
Medicine. 

Fort  Meade  is  comprised  of  350  beds  with  depart- 
ments of  Medicine,  Surgery,  Psychiatry,  Inter- 
mediate Medicine,  Ambulatory  Care,  and  a 
modern  Intensive  Care  Unit  complimenting  the 
Medical/Surgical  Units. 

Fort  Meade  is  located  in  the  beautiful  Black  Hills 
approximately  45  minutes  from  Mt.  Rushmore 
National  Memorial.  Climate  is  moderate  and 
recreational  opportunities  include:  In  winter, 
cross  country  and  downhill  skiing,  hunting,  fish- 
ing, snowmobiling,  etc;  and  in  summer,  golfing, 
fishing,  horseback  riding,  water  skiing,  camping, 
and  sight-seeing.  To  make  application  or  obtain 
further  information,  either  write: 

Robert  C.  Goodhope,  MD,  Chief  of  Medicine 
Fort  Meade,  SD  57741  or  call 
(605)  347-2511,  ext.  254  or 
Dr.  William  Ogston,  Chief  of  Staff 
(605)  347-2511,  ext  497 


Physicians  Needed 

General  Surgeon,  Family  Practitioner  and 
Internist  to  join  eight  doctor  clinic  in  Cloquet, 
MN,  a community  of  12,000  (30,000  service 
area),  located  20  minutes  from  Duluth-Su- 
perior. Clinic  facility  is  located  one  block 
from  modern,  well  equipped  77-bed  hospi- 
tal. Cloquet  enjoys  a stable  economy  (forest 
products).  Additionally,  our  community  is 
noted  for  its  excellent  school  system.  First 
year  salary  guarantee,  paid  malpractice, 
health  and  disability  insurance,  vacation  and 
study  time. 

Contact:  John  Turonie,  Administrator 
Raiter  Clinic,  LTD 
417  Skyline  Boulevard 
Cloquet,  MN  55720 
Phone:  (218)  879-1271 


SURGEON 

OPPORTUNITY 

Immediate  opening  for  General  Surgeon 
in  Rural  Nebraska,  Board  Certified  or 
Board  Eligible.  Must  be  licensed  in 
Nebraska.  Excellent  benefits.  Great 
Hunting  and  Fishing. 

Contact: 

Wallace  & Panzer,  MD,  PC 
807  North  Ash 
Gordon,  Nebraska  69343 
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Future  Meetings 


October 

Urinary  Incontinence  in  Adults,  Masur  Aud.,  NIH,  Bethesda, 
MD,  Oct.  3-5.  14  hrs  AMA  Category  I credit.  Contact: 
Barbara  McChesney,  Prospect  Assoc.,  Ste.  500,  1801 
Rockville  Pike,  Rockville,  MD  20852. 

32nd  Annual  Meeting  of  the  American  Society  of  Internal 
Medicine,  Marriott  Marquis,  Atlanta,  GA,  Oct.  13-16.  14 
hrs.  AMA  Category  I credit.  Contact:  Barbara  Lauter,  Am. 
Soc.  Int.  Med.,  1101  Vermont  Ave.,  NW,  Ste.  500, 
Washington,  DC  20005-3457.  Phone:  (202)  289-1700. 

Fifth  Update:  Emergency  Medicine  for  Primary  Care 
Physicians,  St.  Paul-Ramsey  Med.  Ctr.,  St.  Paul,  MN,  Oct. 
20-21.  12.5  hrs.  AMA  Category  I credit.  Contact:  Bonnie 
Young,  Prog.  Coord.,  St.  Paul-Ramsey  Med.  Ctr.,  640 
Jackson  St.,  St.  Paul,  MN  55101.  Phone:  (612)  221-3992. 

Primary  Care  Update:  73rd  Scientific  Assembly  of  Inteistate 
Postgraduate  Medical  Association,  Bally’s  Hotel,  Reno,  NV, 
Oct.  31-Nov.  3.  Fee:  $210.  24  hrs.  AMA  Category  I credit. 
Contact:  H.  B.  Maroney,  Exec.  Dir.,  Interstate  Postgraduate 
Med.  Assoc.,  PO  Box  1109,  Madison  WI  53701.  Phone: 
(608)257-6781. 

November 

Aesthetic  Oculoplastic  Surgery,  Waldorf  Astoria  Hotel,  New 
York,  NY,  Nov.  3-5.  Fee:  $775.  17  hrs.  AMA  Category  I 
credit.  Contact:  Francine  Leinhardt,  Course  Coord., 
Manhattan  Eye,  Ear  & Throat  Hosp.,  210  E.  64th  St.,  New 
York,  NY  10021. 

Clinical  Update  88:  Fourth  Annual  Symposium  for  Physicians, 

McKennan  Hosp.,  Sioux  Falls,  SD,  Nov.  4-5.  CME  credit 
avail.  Contact:  Lisa  Haggan,  McKennan  Hosp.  Med.  Ed. 
Dept.,  800  E.  21st  St.,  Sioux  Falls,  SD  57105.  Phone:  (605) 
339-8117. 


Strategies  in  Primary’  Care  Medicine,  Holiday  Inn  East,  St. 
Paul,  MN,  Nov.  17-19.  Fee:  $225.  14  hrs.  AMA  Category  I 
credit.  Contact:  Kathleen  Fritz,  CME,  St.  Paul-Ramsey 
Med.  Ctr.,  640  Jackson  St.,  St.  Paul,  MN  55101.  Phone: 
(612)  221-3992. 

December 

Annual  Cardiopulmonary  Medicine  Update:  A Comprehensive 
Review  of  Principles  & Practice,  St.  Paul-Ramsey  Med.  Ctr., 
St  Paul,  MN,  Dec.  1-3.  18  hrs.  AMA  Category  I credit. 
Contact:  Bonnie  Young,  Prog.  Coord.,  St.  Paul-Ramsey 
Med.  Ctr.,  640  Jackson  St.,  St.  Paul,  MN  55101.  Phone: 
(612)  221-3992. 

Bone  Grafting:  Biology  & Application  for  Maxillofacial 
Indications,  Le  Meridien,  Coronado  Bay,  San  Diego,  CA, 
Dec.  1-4.  Fee:  $350.  21  hrs.  AMA  Category  I credit. 


Contact:  Plastic  Surgery  Research  Fdn.  of  San  Diego,  PO 
Box  33387,  San  Diego,  CA  92103.  Phone:  (619)  692-9115. 

American  Cancer  Society  National  Conference  on  Advances 
in  Cancer  Management,  Hyatt  Regency  Hotel,  Los  Angeles, 
CA,  Dec.  7-9.  Fee:  $250.  16  hrs.  AMA  Category  I credit. 
Contact:  American  Cancer  Society,  Nat’l.  Conf.  on  Advances 
in  Cancer  Management,  3340  Peachtree  Rd.,  NE,  Atlanta, 
GA  30026. 

American  Academy  of  Pain  Medicine’s  Fifth  Annual  Meeting, 

Emerald  Hotel,  Anaheim,  CA,  Dec.  9-10.  Contact:  AAPM, 
43  E.  Ohio,  Ste.  914,  Chicago,  IL  60611.  Phone:  (312) 
645-0083. 


USD  SCHOOL  OF  MEDICINE  INTERDISCIPLINARY 
CONFERENCES  are  held  on  the  3rd  Saturday  of  each 
month,  from  10:00  am  - 12:00  noon.  These  conferences 
originate  at  the  School  of  Medicine  in  Sioux  Falls  and  are 
videotaped  to  each  School  of  Medicine  location  in  the  state. 


HOORAY!! 


I’m  back  in  the  Journal 

Jerry  Maginn 
Wyeth-Ayerst 
Laboratories 
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In  moderate  depression  and  anxiety 

74%  of  patients  experienced  improved  sleep 
after  the  first  h.  s.  dose 1 

i First-week  improvement  in  somatic  symptoms1 

50%  greater  improvement  with  Limbitrol  in 
the  first  week  than  with  amitriptyline  alone2 


Protect  Your  Prescribing  Decision: 
Specify  “Do  not  substitute.” 

Limbitrol 

Each  tablet  contains  5 mg  chlordiazepoxide  and 
12.5  mg  amitriptyline  (as  the  hydrochloride  salt)  vY- 

Limbitrol  DS 

Each  tablet  contains  10  mg  chlordiazepoxide  and  /O 
25  mg  amitriptyline  (as  the  hydrochloride  salt)  vY- 


References:  1.  Data  on  file,  HofTmann-La  Roche  Inc.,  Nutley,  N).  2.  FeighnerVP, 
et  al  Psychopharmacology  61 .-217 -225,  Mar  22, 1979. 


Limbitrol®® 

Tranquilizer— Antidepressant 

Before  prescribing,  please  consult  complete  product  information,  a summary  of  which 
follows: 

Contraindications:  Known  hypersensitivity  to  benzodiazepines  or  tricyclic  antidepressants; 
concomitant  use  with  MAOIs  or  within  14  days  of  monoamine  oxidase  inhibitors  (then  initiate 
cautiously,  gradually  increasing  dosage  until  optimal  response  is  achieved) ; during  acute  recovery 
phase  following  myocardial  infarction. 

Warnings:  Use  with  caution  in  patients  with  history  of  urinary  retention  or  angle-closure  glau- 
coma. Severe  constipation  may  occur  when  used  with  anticholinergics.  Closely  supervise  cardio- 
vascular patients.  Arrhythmias,  sinus  tachycardia,  prolongation  of  conduction  time,  myocardial 
infarction  and  stroke  reported  with  tricyclic  antidepressants,  especially  in  high  doses.  Caution 
patients  about  possible  combined  effects  with  alcohol  and  other  CNS  depressants  and  against 
hazardous  occupations  requiring  complete  mental  alertness  ( eg operating  machinery,  driving) . 
Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  the  first  trimester 
should  almost  always  be  avoided  because  of  increased  risk  of  congenital  mal- 
formations. Consider  possibility  of  pregnancy  when  instituting  therapy. 

Withdrawal  symptoms  of  the  barbiturate  type  have  occurred  after  discontinuation  of  benzodiaze 
pines  (see  Drug  Abuse  and  Dependence) . 

Precautions:  Use  cautiously  in  patients  with  a history  of  seizures,  in  hyperthyroid  patients, 
those  on  thyroid  medication,  patients  with  impaired  renal  or  hepatic  function.  Because  of  suicidal 
ideation  in  depressed  patients,  do  not  permit  easy  access  to  large  quantities  of  drug.  Periodic  liver 
function  tests  and  blood  counts  recommended  during  prolonged  treatment.  Amitriptyline  may 
block  action  of  guanethidine  or  similar  antihypertensives.  When  tricyclic  antidepressants  are 
used  concomitantly  with  cimetidine  flhgamet),  clinically  significant  effects  have  been  reported 
involving  delayed  elimination  and  increasing  steady  - state  concentrations  of  the  tricyclic  drugs. 
Use  of  Limbitrol  with  other  psychotropic  drugs  has  not  been  evaluated;  sedative  effects  may  be 
additive.  Discontinue  several  days  before  surgery.  Limit  concomitant  administration  of  ECT  to 
essential  treatment.  See  Warnings  for  precautions  about  pregnancy.  Should  not  be  taken  during 
the  nursing  period  or  by  children  under  12.  In  elderly  and  debilitated,  limit  to  smallest  effective 
dosage  to  preclude  ataxia,  oversedation,  confusion  or  anticholinergic  effects.  Inform  patients  to 
consult  physician  before  increasing  dose  or  abruptly  discontinuing  this  drug. 


Adverse  Reactions:  Most  frequent:  drowsiness,  dry  mouth,  constipation,  blurred  vision,  dizzi- 
ness, bloating.  Less  frequent:  vivid  dreams,  impotence,  tremor,  confusion,  nasal  congestion 
Rare:  granulocytopenia,  jaundice,  hepatic  dysfunction.  Others:  many  symptoms  associated  with 
depression  including  anorexia,  fatigue,  weakness,  restlessness,  lethargy. 

Adverse  reactions  not  reported  with  Limbitrol  but  reported  with  one  or  both  components  or 
closely  related  drugs:  Cardiovascular:  Hypotension,  hypertension,  tachycardia,  palpitations, 
myocardial  infarction,  arrhythmias,  heart  block,  stroke.  Psychiatric  Euphoria,  apprehension, 
poor  concentration,  delusions,  hallucinations,  hypomania,  increased  or  decreased  libido.  Neuro- 
logic. Incoordination,  ataxia,  numbness,  tingling  and  paresthesias  of  the  extremities,  extra- 
pyramidal  symptoms,  syncope,  changes  in  EEG  patterns.  Anticholinergic:  Disturbance  of 
accommodation,  paralytic  ileus,  urinary  retention,  dilatation  of  urinary  tract.  Allergic : Skin  rash, 
urticaria,  photosensitization,  edema  of  face  and  tongue,  pruritus.  Hematologic:  Bone  marrow 
depression  including  agranulocytosis,  eosinophilia,  purpura,  thrombocytopenia.  Gastrointesti 
nal:  Nausea,  epigastric  distress,  vomiting,  anorexia,  stomatitis,  peculiar  taste,  diarrhea,  black 
tongue.  Endocrine:  Tfesticular  swelling,  gynecomastia  in  the  male,  breast  enlargement,  galactor- 
rhea and  minor  menstrual  irregularities  in  the  female,  elevation  and  lowering  of  blood  sugar 
levels,  and  syndrome  of  inappropriate  ADH  (antidiuretic  hormone)  secretion.  Other:  Headache, 
weight  gain  or  loss,  increased  perspiration,  urinary  frequency,  mydriasis,  jaundice,  alopecia, 
parotid  swelling. 

Drug  Abuse  and  Dependence:  Withdrawal  symptoms  similar  to  those  noted  with  barbiturates 
and  alcohol  have  occurred  following  abrupt  discontinuance  of  chlordiazepoxide;  more  severe 
seen  after  excessive  doses  over  extended  periods;  milder  after  taking  continuously  at  therapeutic 
levels  for  several  months.  Withdrawal  symptoms  also  reported  with  abrupt  amitriptyline  discon- 
tinuation. Therefore,  after  extended  therapy,  avoid  abrupt  discontinuation  and  taper  dosage. 
Carefully  supervise  addiction-prone  individuals  because  of  predisposition  to  habituation  and 
dependence. 

Overdosage:  Immediately  hospitalize  patient.  Tfeat  symptomatically  and  supportively. 

I.V.  administration  of  1 to  3 mg  physostigmine  salicylate  may  reverse  symptoms  of  amitriptyline 
poisoning.  See  complete  product  information  for  manifestation  and  treatment. 

How  Supplied:  Double  strength  (DS)  TUblets,  white,  film-coated,  each  containing  10  mg 
chlordiazepoxide  and  25  mg  amitriptyline  (as  the  hydrochloride  salt),  and  TUblets,  blue,  film- 
coated,  each  containing  5 mg  chlordiazepoxide  and  12.5  mg  amitriptyline  (as  the  hydrochloride 
salt)— bottles  of  100  and  500;  Tfel-E-Dose®  packages  of  100;  Prescription  Paks  of  50. 

ROCHE  PRODUCTS  INC. 
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In  the  depressed  and  anxious  patient 


See  Improvement  InThe  First  Wee] 

And  The  Weeks  That  Follow 

74%  of  patients  experienced  improved  sleep 
after  the  first  A 5.  dose1 

First-week  reduction  in  somatic  symptoms1 
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Caution  patients  about  the  combined  effects  of 
Limbitrol  with  alcohol  or  other  CNS  depres- 
sants and  about  activities  requiring  complete 
mental  alertness,  such  as  operating  machinery 
or  driving  a car.  In  general,  limit  dosage  to  the 
lowest  effective  amount  in  elderly  patients. 


limbitrol 

Each  tablet  contains  5 mg  chlordiazepoxide  and  /ZJ 
12.5  mg  amitriptyline  (as  the  hydrochloride  salt)  VjC 


Percentage  of  Reduction  in  Individual  Somatic  S) 
"During  First  Week  of  Limbitrol  Therapy* 


VOMITING  NAUSEA  HEADACHE  ANOREXIA  CONSTIPATION 
♦Patients  often  presented  with  more  than  one  somatic  symptom. 


Each  tablet  contains  10  mg  chlordiazepoxide  and  /O 
25  mg  amitriptyline  (as  the  hydrochloride  salt)  V2C 


Copyright  © 1988  by  Roche  Products  Inc.  All  rights  reserved. 
Please  see  summary  of  product  information  inside  back  cover. 
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If  you're  a Surgeon  or  OB/GYN  or  Other  Medical 
Specialist,  the  Air  Force  may  have  a special  practice  for  you. 

What  makes  it  special?  You'll  enjoy  an  excellent  pay  and 
benefits  package.  There'll  be  more  time  to  spend  with  your  family. 
You'll  receive  30  days  of  vacation  with  pay  each  year.  And  you  will 
work  with  modern  equipment  and  some  of  the  most  highly  trained 
professionals  in  the  world,  serving  your  country  and  your  patients. 

Now  thafs  special! 

Find  out  just  how  special  your  practice  can  be.  Call 
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A REVOLUTIONARY  ORAL  ANTIMICROBIAL 
WITH  THE  POWER  OF  PARENTERALS 


□ Highly  active  in  vitro  against  a broad  range  of 

gram- positive  and  gram-negative  pathogens,  including 
methicillin-resistant  Staphylococcus  aureus  and 
Pseudomonas  aeruginosa * 

I For  treatment  of  infections  in  the: 

- lower  respiratory  tract1  - urinary  tracf 
-skin/skin  structure  -bones  and  joints1^ 

Convenient  B.I.D.  dosage -250  mg,  500  mg  and  750  mg  tablets 

*ln  vitro  activity  does  not  necessarily  imply  a correlation  with  in  vivo  results. 

tDue  to  susceptible  strains  of  indicated  pathogens.  See  indicated  organisms  in  Brief  Summary. 

CIPRO®  SHOULD  NOT  BE  USED  IN  CHILDREN  OR  PREGNANT  WOMEN 

A history  of  hypersensitivity  to  ciprofloxacin  is  a contraindication  to  its  use.  A history  of  hypersensitivity  to  other 
quinolones  may  also  contraindicate  the  use  of  ciprofloxacin 
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TABLETS  C 

ciprofloxacin  HCI/ Miles 


500  mg  BJ.D.  for  most  infections; 

750  mg  8.LD.  for  severe  or  complicated  infections. 


CONVENIENT  B.I.D.  DOSAGE 

Recommended  dosage  schedule 


Infection  Site* 

Severity  of 
Infection 

Dosage 

Respiratory  Tract* 
Bone  and  Joint* 
Skin/Skin  Structure* 

Mild/Moderate 

500mgfi./.D. 

Severe/Complicated 

750  mg  B.I.D. 

Urinary  Tract* 

Mild/Moderate 

250  mg  B.I.D. 

Severe/Complicated 

500  mg  B.I.D. 

Infectious  Diarrhea* 

Mild/Moderate/Severe 

500  mg  B.I.D. 

BRIEF  SUMMARY 

CONSULT  PACKAGE  INSERT  FOR  FULL  PRESCRIBING  INFORMATION 

INDICATIONS  AND  USAGE 

Cipro®  is  indicated  for  the  treatment  of  infections  caused  by  susceptible  strains  of  the  designated  micro- 
organisms in  the  conditions  listed  below 

Lower  Respiratory  Infections  caused  by  Escherichia  coli,  Klebsiella  pneumoniae.  Enterobacter  cloacae. 
Proteus  mirabilis.  Pseudomonas  aeruginosa,  Haemophilus  influenzae.  Haemophilus  paramfluenzae.  and  Strep- 
tococcus pneumoniae. 

Skin  and  Skin  Structure  Infections  caused  by  Escherichia  coli.  Klebsiella  pneumoniae.  Enterobacter  cloacae. 
Proteus  mirabilis,  Proteus  vulgaris.  Providencia  stuarth.  Morganella  morgann.  Citrobacter  freundn. 
Pseudomonas  aeruginosa.  Staphylococcus  aureus  (penicillinase  and  nonpenicillmase-producmg  strains),  Sta- 
phylococcus epidermidis.  and  Streptococcus  pyogenes 

Bone  and  Joint  Infections  caused  by  Enterobacter  cloacae.  Serratia  marcescens.  and  Pseudomonas 
aeruginosa 

Urinary  Tract  Infections  caused  by  Escherichia  coli.  Klebsiella  pneumoniae.  Enterobacter  cloacae.  Serratia 
marcescens  Proteus  mirabilis.  Providencia  rettgeri.  Morganella  morgann.  Citrobacter  diversus.  Citrobacter 
freundn.  Pseudomonas  aeruginosa.  Staphylococcus  epidermidis.  and  Streptococcus  faecalis 
Infectious  Diarrhea  caused  by  Escherichia  coli  (enterotoxigenic  strains),  Campylobacter  jejuni.  Shigella 
flexneri*  and  Shigella  sonnei*  when  antibacterial  therapy  is  indicated 
^Efficacy  for  this  organism  in  this  organ  system  was  studied  in  fewer  than  10  infections 
Appropriate  culture  and  susceptibility  tests  should  be  performed  before  treatment  in  order  to  isolate  and 
identify  organisms  causing  infection  and  to  determine  their  susceptibility  to  ciprofloxacin  Therapy  with  Cipro® 
may  be  initiated  before  results  of  these  tests  are  known,  once  results  become  available  appropriate  therapy 
should  be  continued  As  with  other  drugs,  some  strains  of  Pseudomonas  aeruginosa  may  develop  resistance 
fairly  rapidly  during  treatment  with  ciprofloxacin  Culture  and  susceptibility  testing  performed  periodically  during 
therapy  will  provide  information  not  only  on  the  therapeutic  effect  of  the  antimicrobial  agent  but  also  on  the 
possible  emergence  of  bacterial  resistance 

CONTRAINDICATIONS 

A history  of  hypersensitivity  to  ciprofloxacin  is  a contraindication  to  its  use  A history  of  hypersensitivity  to  other 
quinolones  may  also  contraindicate  the  use  of  ciprofloxacin 

WARNINGS 

CIPROFLOXACIN  SHOULD  NOT  BE  USED  IN  CHILDREN  OR  PREGNANT  WOMEN  The  oral  administration 
of  ciprofloxacin  caused  lameness  in  immature  dogs  Histopathological  examination  of  the  weight-bearing  joints 
of  these  dogs  revealed  permanent  lesions  of  the  cartilage  Related  drugs  such  as  nalidixic  acid,  cinoxacin, 
and  norfloxacin  also  produced  erosions  of  cartilage  of  weight-bearing  joints  and  other  signs  of  arthrop- 
athy in  immature  animals  of  various  species  (SEE  ANIMAL  PHARMACOLOGY  SECTION  IN  FULL  PRESCRIBING 
INFORMATION) 

PRECAUTIONS 

General: 

As  with  other  quinolones.  ciprofloxacin  may  cause  central  nervous  system  (CNS)  stimulation,  which  may  lead  to 
tremor,  restlessness,  lightheadedness,  confusion,  and  very  rarely  to  hallucinations  or  convulsive  seizures. 
Therefore,  ciprofloxacin  should  be  used  with  caution  in  patients  with  known  or  suspected  CNS  disorders,  such  as 
severe  cerebral  arteriosclerosis  or  epilepsy,  or  other  factors  which  predispose  to  seizures  (SEE  ADVERSE 
REACTIONS). 

Crystals  of  ciprofloxacin  have  been  observed  rarely  in  the  urine  of  human  subjects  but  more  frequently  in  the 
urine  of  laboratory  animals.  Crystalluria  related  to  ciprofloxacin  has  been  reported  only  rarely  in  man,  because 
human  urine  is  usually  acidic  Ratients  receiving  ciprofloxacin  should  be  well  hydrated,  and  alkalinity  of  the  urine 
should  be  avoided.  The  recommended  daily  dose  should  not  be  exceeded  Alteration  of  the  dosage  regimen  is 
necessary  for  patients  with  impairment  of  renal  function  (SEE  DOSAGE  AND  ADMINISTRATION  SECTION  IN 
FULL  PRESCRIBING  INFORMATION) 

Drug  Interactions 

Concurrent  administration  of  ciprofloxacin  with  theophylline  may  lead  to  elevated  plasma  concentrations  of 
theophylline  and  prolongation  of  its  elimination  half-life  This  may  result  in  increased  risk  of  theophylline-related 
adverse  reactions  If  concomitant  use  cannot  be  avoided,  plasma  levels  of  theophylline  should  be  monitored  and 
dosage  adjustments  made  as  appropriate 

Antacids  containing  magnesium  hydroxide  or  aluminum  hydroxide  may  interfere  with  the  absorption  of 
ciprofloxacin,  resulting  in  serum  and  urine  levels  lower  than  desired,  concurrent  administration  of  these  agents 
with  ciprofloxacin  should  be  avoided 

Probenecid  interferes  with  the  renal  tubular  secretion  of  ciprofloxacin  and  produces  an  increase  in  the  level  of 
ciprofloxacin  in  the  serum  This  should  be  considered  if  patients  are  receiving  both  drugs  concomitantly 
As  with  other  broad-spectrum  antibiotics,  prolonged  use  of  ciprofloxacin  may  result  in  overgrowth  of 
nonsusceptible  organisms.  Repeated  evaluation  of  the  patient's  condition  and  microbial  susceptibility  testing  is 
essential  If  superinfection  occurs  during  therapy,  appropriate  measures  should  be  taken 
Information  for  Patients 

Rstients  should  be  advised  that  ciprofloxacin  may  be  taken  with  or  without  meals  The  preferred  time  of  dosing  is 
two  hours  after  a meal  fotients  should  also  be  advised  to  drink  fluids  liberally  and  not  take  antacids  containing 
magnesium  or  aluminum  concomitantly  or  within  two  hours  after  dosing  Ciprofloxacin  may  cause  dizziness  or 
lightheadedness,  therefore  patients  should  know  how  they  react  to  this  drug  before  they  operate  an  automobile 
or  machinery  or  engage  in  activities  requiring  mental  alertness  or  coordination 
Carcinogenesis.  Mutagenesis.  Impairment  of  Fertilitv 

Eight  in  vitro  mutagenicity  tests  have  been  conducteu  with  ciprofloxacin  and  the  test  results  are  listed  below 
Salmonella/Microsome  Test  (Negative) 

E.  coli  DNA  Repair  Assay  (Negative) 

Mouse  Lymphoma  Cell  Forward  Mutation  Assay  (Positive) 

Chinese  Hamster  V™  Cell  HGPRT  Test  (Negative) 

Syrian  Hamster  Embryo  Cell  Transformation  Assay  (Negative) 

Saccharomyces  cerevisiae  Point  Mutation  Assay  (Negative) 

Saccharomyces  cerevisiae  Mitotic  Crossover  and  Gene  Conversion  Assay  (Negative) 

Rat  Hepatocyte  DNA  Repair  Assay  (Positive) 

Thus,  two  of  the  eight  tests  were  positive,  but  the  following  three  in  vivo  test  systems  gave  negative  results 
Rat  Hepatocyte  DNA  Repair  Assay 
Micronucleus  Test  (Mice) 

Dominant  Lethal  Test  (Mice) 

Long-term  carcinogenicity  studies  in  animals  have  not  yet  been  completed 
Pregnancy-  Pregnancy  Category  C 

Reproduction  studies  have  been  performed  in  rats  and  mice  at  doses  up  to  six  times  the  usual  daily  human  dose 
and  have  revealed  no  evidence  of  impaired  fertility  or  harm  to  the  fetus  due  to  ciprofloxacin  In  rabbits,  as  with 
most  antimicrobial  agents,  ciprofloxacin  (30  and  100  mg/kg  orally)  produced  gastrointestinal  disturbances 
resulting  in  maternal  weight  loss  and  an  increased  incidence  of  abortion  No  teratogenicity  was  observed  at 
either  dose  After  intravenous  administration,  at  doses  up  to  20  mg/kg,  no  maternal  toxicity  was  produced,  and 
no  embryotoxicity  or  teratogenicity  was  observed  There  are.  however,  no  adequate  and  well-controlled  studies  in 


pregnant  women.  SINCE  CIPROFLOXACIN.  LIKE  OTHER  DRUGS  IN  ITS  CLASS.  CAUSES  ARTHROPATHY  IN 
IMMATURE  ANIMALS.  IT  SHOULD  NOT  BE  USED  IN  PREGNANT  WOMEN  (SEE  WARNINGS). 

Nursing  Mothers 

It  is  not  known  whether  ciprofloxacin  is  excreted  in  human  milk;  however,  it  is  known  that  ciprofloxacin  is 
excreted  in  the  milk  of  lactating  rats  and  that  other  drugs  of  this  class  are  excreted  in  human  milk  Because  of  this, 
and  because  of  the  potential  for  serious  adverse  reactions  from  ciprofloxacin  in  nursing  infants,  a decision  should 
be  made  to  discontinue  nursing  or  to  discontinue  the  drug,  taking  into  account  the  importance  of  the  drug  to  the 
mother. 

Pediatric  Use 

Ciprofloxacin  should  not  be  used  in  children  because  it  causes  arthropathy  in  immature  animals  (SEE 
WARNINGS). 

ADVERSE  REACTIONS 

Ciprofloxacin  is  generally  well  tolerated  During  clinical  investigation.  2.799  patients  received  2.868  courses  of 
the  drug  Adverse  events  that  were  considered  likely  to  be  drug  related  occurred  in  7.3%  of  courses,  possibly 
related  in  9.2%.  and  remotely  related  in  3.0%  Ciprofloxacin  was  discontinued  because  of  an  adverse  event  in 
3.5%  of  courses,  primarily  involving  the  gastrointestinal  system  (1.5%),  skin  (0.6%),  and  central  nervous  system 
(0.4%) 

The  most  frequently  reported  events,  drug  related  or  not.  were  nausea  (5  2%).  diarrhea  (2  3%),  vomiting 
(2.0%).  abdominal  pam/discomfort  (1  7%),  headache  (1.2%).  restlessness  (1.1%),  and  rash  (1.1%). 

Additional  events  that  occurred  in  less  than  1%  of  ciprofloxacin  courses  are  listed  below.  Those  typical  of 
quinolones  are  italicized. 

GASTROINTESTINAL:  (See  above),  painful  oral  mucosa,  oral  candidiasis,  dysphagia,  intestinal  perforation, 
gastrointestinal  bleeding 

CENTRAL  NERVOUS  SYSTEM  (See  above),  dizziness,  lightheadedness,  insomnia,  nightmares,  hallucina- 
tions. manic  reaction,  irritability,  tremor,  ataxia,  convulsive  seizures,  lethargy,  drowsiness,  weakness, 
malaise,  anorexia,  phobia,  depersonalization,  depression,  paresthesia 

SKIN/HYPERSENSITIVITY  (See  above),  pruritus,  urticaria,  photosensitivity,  flushing,  fever,  chills, 
angioedema.  edema  of  the  face.  neck,  lips,  conjunctivae  or  hands,  cutaneous  candidiasis,  hyperpigmenta- 
tion.  erythema  nodosum 

SPECIAL  SENSES:  blurred  vision,  disturbed  vision,  (change  in  color  perception,  overbrightness  of  lights), 
decreased  visual  acuity,  diplopia,  eye  pain,  tinnitus,  bad  taste 

MUSCULOSKELETAL  joint  or  back  pain,  joint  stiffness,  achmess.  neck  or  chest  pain,  flare-up  of  gout. 
RENAL/UROGENITAL  interstitial  nephritis,  renal  failure,  polyuria,  urinary  retention,  urethral  bleeding, 
vaginitis,  acidosis 

CARDIOVASCULAR  palpitations,  atrial  flutter,  ventricular  ectopy,  syncope,  hypertension,  angina  pectoris, 
myocardial  infarction,  cardiopulmonary  arrest,  cerebral  thrombosis 

RESPIRATORY  epistaxis.  laryngeal  or  pulmonary  edema,  hiccough,  hemoptysis,  dyspnea,  bronchospasm. 
pulmonary  embolism 

Most  of  these  events  were  described  as  only  mild  or  moderate  in  severity,  abated  soon  after  the  drug  was 
discontinued,  and  required  no  treatment 

In  several  instances,  nausea,  vomiting,  tremor,  restlessness,  agitation,  or  palpitations  were  judged  by 
investigators  to  be  related  to  elevated  plasma  levels  of  theophylline  possibly  as  a result  of  a drug  interaction  with 
ciprofloxacin. 

Adverse  Laboratory  Changes  Changes  in  laboratory  parameters  listed  as  adverse  events  without  regard  to  drug 
relationship: 

Hepatic  - Elevations  of  ALT  (SGPT)  (1.9%),  AST  (SGOT)  (17%).  alkaline  phosphatase  (0.8%),  LDH  (0.4%), 
serum  bilirubin  (0.3%) 

Hematologic  - eosmophilia  (0  6%).  leukopenia  (0  4%),  decreased  blood  platelets  (01%).  elevated  blood 
platelets  (0 1%),  pancytopenia  (01%) 

Renal  - Elevations  of:  Serum  creatinine  (11%).  BUN  (0  9%). 

CRYSTALLURIA.  CYLINDRURIA.  AND  HEMATURIA  HAVE  BEEN  REPORTED 
Other  changes  occurring  in  less  than  0.1%  of  courses  were:  Elevation  of  serum  gammaglutamyl  transferase, 
elevation  of  serum  amylase,  reduction  in  blood  glucose,  elevated  uric  acid,  decrease  in  hemoglobin,  anemia, 
bleeding  diathesis,  increase  in  blood  monocytes,  and  leukocytosis. 

OVERDOSAGE 

Information  on  overdosage  in  humans  is  not  available  In  the  event  of  acute  overdosage,  the  stomach  should  be 
emptied  by  inducing  vomiting  or  by  gastric  lavage  The  patient  should  be  carefully  observed  and  given  supportive 
treatment  Adequate  hydration  must  be  maintained  In  the  event  of  serious  toxic  reactions  from  overdosage, 
hemodialysis  or  peritoneal  dialysis  may  aid  in  the  removal  of  ciprofloxacin  from  the  body,  particularly  if  renal 
function  is  compromised. 

DOSAGE  AND  ADMINISTRATION 

The  usual  adult  dosage  for  patients  with  urinary  tract  infections  is  250  mg  every  12  hours  For  patients  with 
complicated  infections  caused  by  organisms  not  highly  susceptible,  500  mg  may  be  administered  every  12  hours.  I 
Respiratory  tract  infections,  skin  and  skin  structure  infections,  and  bone  and  joint  infections  may  be  treated 
with  500  mg  every  12  hours  For  more  severe  or  complicated  infections,  a dosage  of  750  mg  may  be  given  every  12 
hours. 

The  recommended  dosage  for  infectious  diarrhea  is  500  mg  every  12  hours. 

In  patients  with  renal  impairment,  some  modification  of  dosage  is  recommended  (SEE  DOSAGE  AND 
ADMINISTRATION  SECTION  IN  FULL  PRESCRIBING  INFORMATION) 

HOW  SUPPLIED 

Cipro®  (ciprofloxacin  HCI/Miles)  is  available  as  tablets  of  250  mg,  500  mg,  and  750  mg  in  bottles  of  50,  and  in 
Unit-Dose  packages  of  100  (SEE  FULL  PRESCRIBING  INFORMATION  FOR  COMPLETE  INFORMATION) 


* Due  to  susceptible  strains  of  indicated  pathogens.  See  indicated  organisms  in  Brief  Summary. 

For  further  information,  contad  the  Miles  Information  Service: 
1-800-642-4776.  In  VA.  call  collect:  703-391-7888. 
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University  of  South  Dakota  School  of  Medicine 

" ...  providing  medical  education,  service 
and  research  for  South  Dakotans 

Third  Year  Medical  Student  Clerkship 
Performance  in  a Multi-Campus  Setting 

Academic  performance  of  students  at  USD  School  of  Medicine  was  not  found  to  be  related  to  site 
(Rapid  City /Fort  Meade,  Sioux  Falls,  Yankton)  of  junior  clerkship  training. 

Gary  R.  Leonardson,  PhD* 

Robert  Goodhope,  MD“ 


ABSTRACT 

The  results  of  a study  of  the  performance  of  third  year  students  at  USD  School  of  Medicine  in  its  multi-cam- 
pus settings  are  presented  and  discussed.  No  statistically  significant  differences  were  found  in  the  junior  clerkship 
performance  (test  scores/grades)  of  students  relative  to  the  various  sites  of  clinical  training  of  the  School  of 
Medicine.  Also,  there  were  no  statistically  significant  differences  in  the  scores  on  the  National  Board  of  Medical 
Examiners,  Part  II,  examination  by  students  from  the  four  basic  clerkship  settings  of  the  School  of  Medicine. 
There  also  were  no  significant  differences  among  the  four  groups  concerning  their  perceptions  of  the  quality  of 
training  they  received. 


INTRODUCTION 

As  a community  based  medical  school,  the  main 
clinical  teaching  facilities  of  the  USD  School  of 
Medicine  are  community  hospitals  in  Sioux  Falls, 
Yankton  and  Rapid  City,  and  Veterans  Administration 
hospitals  at  Sioux  Falls,  Fort  Meade,  and  Hot  Springs. 
Since  the  beginning  of  the  junior  clerkships  as  part  of 
the  degree  granting  program,  the  Liaison  Committee 
for  Accreditation  of  Medical  Education  has  required 
evidence  of  comparability  of  education  for  students  at 
all  campus  sites. 

Evaluation  of  clerkship  performance  in  multi-cam- 
pus settings  is  a complex  task  and  process  and  has  been 
addressed  in  the  past.1'12  Generally  students  from 
multi-campus  programs  do  as  well  as  students  located 
at  a larger,  main  campus.  Much  of  the  evaluation  work 
has  been  done  by  the  regionalized  WAMI 
program.  ’ ’ ’ “ It  has  also  been  found  that  there  is  lit- 
tle difference  in  the  achievement  of  students  in 
multi-campus  clerkships  in  which  all  students  are  at 
sites  away  from  the  main  campus.11 
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Most  previous  evaluation  studies  focused  on  com- 
parison of  off-campus  performance  of  some  students 
with  on-campus  performance  of  a larger  group  of  stu- 
dents. Other  studies  compared  scores  and/or  opinions 
of  students  from  one  clerkship  with  multiple  settings. 
This  study  focused  on  students  whose  total  clinical  ex- 
perience has  been  in  a multi-campus  setting  in  a rural 
state. 

The  purpose  of  this  study  was  to  determine  if  there 
were  significant  mean  differences  among  junior  medi- 
cal students  at  the  four  campus  locations  of  the 
University  of  South  Dakota  School  of  Medicine  in  the 
areas  of:  clerkship  performance,  scores  on  the  Nation- 
al Boards  Part  II  examination,  and  rating  by  the 
students  as  to  the  quality  of  their  training. 

METHODS 

Subjects  for  this  study  entered  the  USD  School  of 
Medicine  during  1977  to  1982.  Information  was  avail- 
able on  a total  of  331  students.  Of  these  331  students, 
the  1980-1983  graduates  (n  + 192)  were  surveyed  con- 
cerning their  feelings  about  their  medical  school 
training. 

Demographic  data  included:  sex,  age,  home  town 
size,  and  high  school  size.  Academic  measures  used 
were  undergraduate  science  GPA,  undergraduate 
nonscience  GPA,  undergraduate  cumulative  GPA, 
Medical  School  Admission  TEST  (MCAT)  scores, 
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medical  school  GPA,  percentages  or  letter  grades  from 
medical  school,  and  scores  on  the  National  Board  ex- 
aminations. 

Attitudes  and  perceptions  about  the  quality  of  train- 
ing received  were  obtained  from  a questionnaire 
mailed  to  graduates  in  the  Spring  of  1984.  The  survey 
instrument  was  designed  to  obtain  the  perceptions  of 
these  graduates  as  to  how  well  the  School  of  Medicine 
had  prepared  them  for  their  residency  program(s). 
There  were  also  questions  concerning  career  and  prac- 
tice plans.  Questionnaires  were  sent  to  the  192 
graduates  from  USD  School  of  Medicine  between  1980 
and  1983.  One  hundred  forty-nine  (78%)  responded. 
All  149  returned  questionnaires  were  sufficiently  com- 
plete for  use  in  the  analysis. 

Student  data  were  divided  into  four  groups  for  pur- 
poses of  analysis:  1)  students  who  had  their  entire 
junior  clerkship  in  Sioux  Falls  (n  = 189);  2)  students 
who  had  all  the  junior  clerkship  in  Yankton  (n  = 83);  3) 
students  who  had  part  of  the  junior  clerkship  in  Sioux 
Falls  and  part  in  Rapid  City/Fort  Meade  (n  = 38);  4) 
students  who  had  their  j unior  clerkship  in  Y ankton  and 
Rapid  City/Fort  Meade  (n  = 21).  A student  could  be  a 
member  of  only  one  of  the  four  classifications.  Not  all 
of  the  junior  clerkship  programs  were  available  at  the 
Rapid  City/Fort  Meade  campus,  hence  the  combina- 
tion with  other  sites. 

RESULTS 

Premedical  school  academic  performance  and  at- 
titude 

The  groups  were  examined  to  determine  that  they 
were  comparable  in  terms  of  factors  previously  found 
to  relate  to  student  achievement  at  USD  School  of 

o 

Medicine.  None  of  the  academic  factors  (under- 
graduate GPA  measures  and  MCAT  scores)  was 
significantly  different.  The  students  in  the  four  groups 
(Sioux  Falls,  Yankton,  Sioux  Falls/Rapid  City, 
Yankton/Rapid  City)  were  basically  academically 
equivalent.  GPA  averages  for  the  four  groups  ranged 
from  3.46  to  3.51.  The  MCAT  scores  were  also  very 
similar  in  terms  of  absolute  mean  values. 

Medical  School  Comparisons 

Achievement  in  medical  school  measured  by  fresh- 
man GPA  and  cumulative  four  year  GPA,  was  not 
significantly  different  among  students  in  the  diverse 
campus  locations.  GPA’s  ranged  from  2.78  to  3.01 
during  the  freshman  year,  and  from  3.17  to  3.31  for  the 
four  year  cumulative  average. 

TABLE  I 


Freshman  Medical  School  GPA  Group 


Group 

Mean 

Standard  Deviation 

Sioux  Falls 

3.01 

0.47 

Yankton 

2.91 

0.45 

SF/Rapid  City 

2.95 

0.47 

Y/Rapid  City 

2.78 

0.43 

TABLE  II 

Senior  Medical  School  Cumulative  GPA 

Group 

Mean 

Standard  Deviation 

Sioux  Falls 

3.31 

0.28 

Yankton 

3.27 

0.27 

SF/Rapid  City 

3.23 

0.27 

Y/Rapid  City 

3.17 

0.26 

Junior  Clerkship  Performance 

Overall  course  scores/grades  for  the  junior 
clerkships  were  not  significantly  different  between 
groups.  Scores  from  one  individual  clerkship 
(psychiatry)  were  found  to  be  significantly  different. 
This  clerkship  was  not  available  at  all  of  the  sites, 
however.  Since  there  was  a possibility  that  the  year(s) 
in  which  the  courses  were  taken  had  a confounding  in- 
fluence on  the  scores,  analysis  of  covariance  with  years 
as  the  covariate  was  used  to  remove  the  influence  of  the 
time  factor. 

National  Board  Scores  by  Location 

Scores  (Total,  Internal  Medicine,  Surgery,  Public 
Health,  Pediatrics,  Psychiatry,  Ob/Gyn)  on  the  Nation- 
al Board,  Part  II  examination,  were  not  found  to  be 
statistically  significantly  different  by  location.  Again 
analysis  of  covariance  was  used  to  account  for  the  in- 
fluence, if  any,  in  time  factor  due  to  when  the  tests  were 
taken.  Only  the  Total  Part  II  scores  are  presented  in 
table  form. 


TABLE  III 


Total  Score  National  Boards,  Part  II 


Group 

Mean 

Standard  Deviation 

Sioux  Falls 

485.29 

85.85 

Yankton 

496.75 

81.40 

SF/Rapid  City 

469.34 

81.13 

Y/Rapid  City 

497.38 

78.14 

Attitudes  and  Perceptions  About  USD  School  of 
Medicine 

Some  attitudinal  information  was  obtained  from  149 
graduates  of  the  program  from  1980-83.  They  were 
asked  a number  of  questions  including,  "Overall,  how 
well  did  the  USD  School  of  Medicine  prepare  you  for 
your  residency  program?"  A Likert-scale  of  1 to  7,  with 
1 being  "not  very  well"  and  7 being  "very  well"  was  used 
to  evaluate  the  results.  There  was  an  overall  mean  of 
5.41  for  this  question.  Only  8.8%  of  the  respondents 
rated  their  experience  as  less  than  average.  Twelve 
percent  rated  their  preparation  as  average,  while  79% 
of  the  respondents  considered  their  training  to  be 
above  the  average.  There  was  no  significant  difference 
among  the  four  groups  on  this  question. 

Another  item  asked,  "Based  on  your  perceptions, 
how  well  are  USD  graduates  in  general  prepared  for 
residency  programs  in  comparison  to  graduates  of 
other  medical  schools?"  The  same  Likert-scale  was 
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used.  A few  (6.8%)  rated  their  residency  preparation 
as  less  than  average  compared  to  other  medical 
schools.  More  students  (15.8%)  rated  their  prepara- 
tion about  the  same  as  other  students,  and  77.4% 
considered  their  training  better  than  the  average. 
Again,  there  was  no  significant  difference  among  the 
four  groups. 

The  graduates  were  also  asked  to  evaluate  the  im- 
portance of  eight  specified  curriculum  areas  (basic 
sciences,  pediatrics,  psychiatry,  internal  medicine, 
surgery,  obstetrics  and  gynecology,  family  medicine, 
and  pathology)  in  preparing  them  for  their  residency 
program.  Consistent  with  the  other  comparison,  there 
were  no  overall  significant  differences  among  the  four 
groups,  although  one  separate  area  was  found  to  be 
statistically  significantly  different. 

There  were  no  significant  differences  among  the 
groups  in  perceptions  of  the  capability  of  the  school  to 
prepare  students  for  residency  programs.  Students 
from  each  of  the  campuses  perceived  that  they  had 
received  very  good  preparation  for  post-graduate 
training. 

DISCUSSION 

This  study  evaluated  the  performance  of  medical 
students  taking  their  junior  clerkship  training  at  dif- 
ferent campus  settings  in  South  Dakota.  The  four 
groups  of  students  were  found  to  have  very  similar 
premedical  academic  standing,  as  measured  by  under- 
graduate GPA  and  by  MCAT  scores.  There  was  no 
conscious  effort  to  place  students  geographically  based 
on  academic  aptitude.  It  was  found  that  there  were  no 
statistically  significant  differences  on  the  clerkship  per- 
formance measures  (course  test  scores  or  course 
grades)  of  the  students  in  the  different  geographic  sites. 
The  students  at  all  locations  received  the  same 
academic  tests,  although  their  clinical  experiences 
were  somewhat  different. 

The  students  did  not  differ  significantly  in  their  per- 
formance on  National  Boards,  Part  II.  Each  group 
scored  near  the  national  norm  on  the  total  score  and 
subtests  of  this  instrument.  The  four  groups  also  had 
similar,  high  scores  when  rating  their  medical  school 
preparation  for  post-graduate  training. 

It  is  both  interesting  and  significant  to  note  that  stu- 
dents at  USD  School  of  Medicine  improve  their 
nationally  normed  position  on  test  scores  as  they 
progress  from  the  MCAT  to  the  Part  I of  the  National 
Board,  to  the  Part  II  and  to  Part  III  of  the  National 
Board.  The  relative  position  of  the  students  from 
MCAT  to  Part  III  of  the  National  Board  increased  over 
one  standard  deviation.  This  is  an  outstanding  achieve- 
ment considering  that  at  each  stage  of  the  test  taking 
sequence  the  normative  pool  becomes  progressively 
superior.  The  test  performance  of  these  students  is 
corroborated  by  their  perception  of  training  they 
received  at  USDSM. 
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Review  of  Swing  Bed  Skilled  Level  of  Care 

SDFMC,  the  PRO  for  South  Dakota,  is  responsible  to  assure  that 
transfers  to  the  skilled  level  hospital  swing  beds  are  medically 
indicated.  The  newly  developed  skilled  coverage  guidelines  and 
acute  care  discharge  screens  are  utilized  by  the  regional  review 
coordinator  in  determining  when  a physician  advisor  must  be 
contacted  to  assess  the  medical  stability  of  the  patient  at  transfer  to 
the  skilled  level  swing  bed.  The  physician  advisor  will  review  these 
cases  to  assure  that  at  the  time  of  the  transfer  to  the  skilled  level, 
that  the  patient’s  health  status  was  being  adequately  managed.  If 
the  level  of  care  and/or  services  is  greater  than  what  skilled 
personnel  can  provide,  the  skilled  stay  may  be  denied  and  a quality 
of  care  concern  may  be  issued  for  the  previous  acute  stay  (premature 
discharge).  Incidently,  the  Medicare  carrier  may  not  approve 
physician  reimbursement  for  daily  hospital  visits  in  the  skilled  level 
swing  bed. 

Only  the  physician  can  determine  when  his/her  patient  is  ready  for 
transfer  to  an  alternate  level  of  care. 
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Tribute  to  a South  Dakota  Physician 

Recently,  I read  an  article  describing  a "Medical 
Hero".  He  was  an  outstanding  physician  that  the 
author  had  known.  This  allowed  me  to  reminisce  about 
physicians  I have  known.  There  has  been  a con- 
siderable number  who  certainly  are  outstanding  both 
in  medical  skills  and  in  showing  the  ability  to  truly  care 
about  their  fellow  humans. 

I would  like  to  share  some  of  my  thoughts  about  a 
very  special  South  Dakota  physician,  Chester  Bidwell 
McVay.  I am  sure  most  of  you  know  he  passed  away 
on  October  11, 1987. 

I first  became  acquainted  with  Dr.  McVay  as  a soph- 
more  medical  student  attending  the  Thursday  morning 
lectures  in  Yankton.  I was  then  fortunate  to  be  able  to 
spend  a three  month  clerkship  with  Dr.  McVay  in  my 
senior  year  of  medical  school.  Although  I knew  his 
reputation  was  outstanding,  being  able  to  work  with  Dr. 
McVay  on  a daily  basis  was  a very  unique  and  stimulat- 
ing experience. 

There  were  many  qualities  this  man  continually 
demonstrated  that  seemed  to  put  him  in  a class  by  him- 
self. His  useful  knowledge  of  anatomy  truly  was 
astounding.  Prior  to  this  clerkship,  I had  spent  a con- 
siderable amount  of  time  assisting  in  surgery,  but 
working  with  Dr.  McVay  was  a totally  unique  ex- 
perience. Every  muscle,  scrap  of  fascia  or  blood  vessel 
that  was  exposed  or  touched  had  a name.  His  surgical 
technique  was  so  precise  and  positive  it  gave  me  the 


feeling  of  watching  a master  craftsman  at  work.  His 
knowledge  of  general  medicine  also  was  exceptional. 
He  always  seemed  to  attack  problems  in  a straight  for- 
ward manner  and  with  a tremendous  amount  of 
common  sense. 

When  I returned  to  Yankton  as  a radiologist,  I was 
able  to  work  several  more  years  with  Dr.  McVay  before 
his  retirement.  Once  again  I was  impressed  with  his 
tremendous  ability  and  professionalism.  He  always 
showed  genuine  concern  for  his  patients.  He  was  a very 
comfortable  man  to  work  with  as  he  always  had  a logi- 
cal and  appropriate  reason  for  doing  diagnostic 
examinations  and  was  very  appreciative  for  any  con- 
sultative help  that  was  given  to  him. 

Patients  seemed  to  idolize  Dr  McVay.  His  bedside 
manner  was  very  comforting  and  he  generated  a great 
confidence  in  his  patients. 

Besides  being  a tremendous  physician,  he  gave  much 
to  South  Dakota  medicine.  He  started  a surgical 
residency  in  Yankton  which  produced  a considerable 
number  of  fine  surgeons.  He  has  contributed  much  to 
the  Medical  School,  including  extensive  teaching,  and 
he  served  as  professor  of  the  Surgical  Department  of 
the  Medical  School  from  1946  to  1974.  He  was  also  one 
of  the  prime  organizers  and  supporters  of  the  four  year 
medical  school.  Dr.  McVay  was  considered  a nation- 
al expert  on  hernia  repair.  He  authored  57  medical 
articles  and  a surgical  anatomy  textbook. 

These  are  only  a few  highlights  in  the  long  medical 
career  of  Dr.  McVay,  I feel  very  privileged  to  have 
known  and  worked  with  this  man  and  his  legacy  will  live 
in  South  Dakota  medicine  for  years  to  come.  This  man 
was  a true  "Medical  Hero".  # 
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Child  Abuse  - Our  Social  Dilemma 

Clark  W.  Likness,  MD 

President,  South  Dakota  Academy  of  Family 

Physicians;  Member,  Editorial  Committee,  SDJM 

Child  abuse,  that  social  dilemma  that  many  small 
community  and  large  urban  leaders  state  never 
happens  in  their  communities,  today  continues  to  show 
its  dirty  face  across  this  whole  country.  That  dirty  face 
is  a true  social  menace  that  threatens  the  integrity  of 
the  family  unit  and  the  welfare  of  millions  of  children 
in  this  country. 

What  is  child  abuse?  Who  does  it  affect?  How  does 
it  happen?  We  know  what  it  is.  We  know  what  the  law 
or  statutes  state.  We  know  how  to  report  it.  We  know 
how  to  refer  the  victim  and/or  family  to  the  appropriate 
referral  centers  and/or  counseling  centers;  and  of 
course,  we  know  it  is  our  lawful  duty  to  report  child 
abuse.  No  problem.  Easy.  Simple.  It  is  obvious,  and 
we,  as  South  Dakota  physicians,  can  and  do  willingly 
play  a role  in  the  recognition,  diagnosis,  treatment,  and 
reporting  of  child  abuse  - or  do  we? 

We  have  no  problem  when  we  see  a three  year  old, 
pale,  frightened,  crying  female  who  has  been  sexually 
assaulted  and  is  bleeding  from  what  was  once  her 
vagina.  We  know  how  to  report  that.  It  is  easy  when 
we  see  a young  man  scalded  from  his  waist  down  after 
he  has  been  forced  to  sit  in  hot,  steaming  water  as  his 
punishment.  We  will  report  that.  But  what  about  the 
more  subtle,  physical  abuse,  that  hidden  trauma? 
What  about  the  more  subtle,  emotional  abuse  and/or 
neglect,  the  most  common  type  of  child  abuse?  Do  we 
recognize  these  cases?  Do  we  report  them?  Do  we 
help  these  families  in  need? 

The  two  categories,  along  with  sexual  and  physical 
abuse,  comprise  the  conglomerate  syndrome  we  call 
child  abuse,  an  ever-growing  social  dilemma  that 
threatens  all  aspects  of  life  and  crosses  all  social  bar- 
riers, including  race,  ethnic,  religious,  and  economic. 
A true  menace  to  society!  The  South  Dakota  Child 
Protective  Services,  in  its  1987  fiscal  year  statistical 
report,  indicated  10,686  reported  cases  of  child  abuse 
with  4,579  documented  and/or  substantiated  reports. 
In  1981,  when  I started  my  practice,  there  were  4,541 
reported  cases  of  which  3,531  were  substantiated.  In  a 
six  year  period  of  time  there  has  been  a nearly  three- 
fold incidence  in  reporting  of  alleged  cases  and  a 30 
percent  increase  in  documented  or  substantiated 
cases.  This  is  also  the  national  trend. 

Certain  educational  programs  and  media  hype  have 
led  to  increased  reporting  of  child  abuse,  but  experts 


feel  that  two  to  three  times  the  number  of  actual 
reported  cases  go  undetected  and  subsequently  un- 
treated. Even  with  all  the  educational  and  counseling 
opportunities  that  this  country  offers,  child  abuse  and 
neglect  continues  to  increase  throughout  the  whole 
country.  Continued  educational  programs  for  our 
children  from  preschool  on,  as  well  as  education  and 
counseling  programs  concerning  appropriate  parent- 
ing, are  also  needed. 

National  statistics  indicate:  1)  Well  over  2 million 
children  are  abused  or  neglected  annually  and  over 
3,000  die  as  a direct  result  of  child  abuse  and/or  sexual 
assault.  2)  Four  in  every  100  United  States  children  are 
physically  abused  by  their  parents  at  least  once  a year. 
3)  Approximately  17  million  Americans  are  assaulted 
annually  by  members  of  their  own  family.  4)  One  in 
four  girls  and  one  in  eight  boys,  by  the  age  of  18,  will 
have  been  sexually  abused  at  least  once.  Two-thirds  of 
these  are  repeatedly  victimized.  5)  Forty  million 
Americans  (approximately  one  in  six)  may  have  been 
sexually  abused  as  children.  6)  1.5  million  adolescents 
drop  out  of  school  and  will  become  runaways  every 
year.  Approximately  80  percent  to  85  percent  of  these 
children  are  physically  or  sexually  abused  prior  to  them 
becoming  runaways.  7)  Eighty  percent  of  all  family 
violence  involves  alcohol  and/or  durg  abuse.  8)  Seven- 
ty-five percent  to  80  percent  of  those  people  who 
are/were  abused  become  child  abusers  themselves  - a 
learned  behavior! 

National  Emergency  Room  statistics  indicate  one  in 
ten  emergency  room  visits  for  children  may  very  well 
be  child  abuse,  but  are  usually  documented  as  an  acci- 
dent. The  same  data  accumulated  in  relationship  to 
childhood  deaths  in  children  under  age  three  indicates 
that  death  secondary  to  child  abuse  ranks  second  only 
to  Sudden  Infant  Death  Syndrome. 

All  of  these  are  sobering  statistics  and  only 
demonstrate  further  how  important  appropriate 
recognition,  treatment  and  therapy  is  for  these  victims. 

What  can  we  do?  We  can  become  more  aware  of 
the  signs  and  symptoms  of  child  abuse.  We  can  learn 
how  to  take  an  appropriate  history,  including  asking  the 
right  questions,  and  subsequently  doing  a complete 
and  very  thorough  physical  and  sexual  abuse  exam. 
Questions  like  "What  do  you  look  for?  How  do  you 
document  potential  abuse,  either  physically  or  sexual- 
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ly?",  need  to  be  answered.  Once  we  have  done  the  ex- 
amination, we  need  to  make  sure  that  we  document  in 
our  reports  a very  thorough  and  concise  chronicle  of 
the  events,  as  well  as  the  findings,  not  only  for  treatment 
but  for  potential  use  in  court  and  depositional  tes- 
timony. We  also  must  become  more  aware  of  the 
justice  system  and  how  we  as  physician  expert  witnesses 
can  be  used,  not  abused,  and  not  feel  so  threatened 
when  in  that  foreign  turf  called  the  courtroom.  We  can 
also  become  more  knowledgeable  about  the  ap- 
propriate referral  centers  and/or  counselors,  and  get 
the  patients  to  the  right  people  for  continued  long-term 
treatment,  both  physically  and  emotionally.  The  scars 
of  child  abuse  can  last  a lifetime! 

How  can  we  obtain  the  information  needed  to  make 
sure  that  the  steps  listed  above  are  done  appropriate- 
ly? The  residents  in  family  medicine,  pediatrics,  and 
emergency  medicine  get  training  in  relationship  to  the 
diagnosis  and  treatment  of  child  abuse.  Governor 
Mickelson  has  recognized  the  extreme  problems  of 
child  abuse  in  our  state.  He  has  created  a task  force, 
the  South  Dakota  Justice  Act  Task  Force  on  Child 
Abuse,  to  study  the  plight  of  South  Dakota  children, 
and  hopefully  stem  the  tide  of  child  abuse  and  domes- 
tic violence.  This  task  force  has  met  many  times  and 
legislative  action,  education  seminars  and  counseling 
programs  are  in  the  plans.  Some  of  these  programs 
have  already  been  instituted,  while  others  will  take 
years. 

What  about  doctors?  Where  do  they  fit  in  and  what 
can  they  do?  Task  force  testimony  from  around  the 
state,  including  judicial,  law  enforcement,  social  ser- 
vices personnel,  and  general  lay  public,  indicated 
several  troublesome  issues.  Testimony  taken  included 
statements  such  as:  1)  We  have  too  few  doctors  who  are 
interested  in  the  problem.  2)  We  have  doctors  who 
don’t  care.  3)  We  have  doctors  who  do  not  want  to  get 
involved.  4)  We  have  doctors  who  are  not  adequately 
trained  to  do  a quality  child  abuse  history  and  exam  and 
render  appropriate  treatment,  counseling  and  after- 
care. 5)  We  have  doctors  that  don’t  report.  Why?  They 
don’t  want  to?  Or  they  don’t  understand  and  recognize 
symptoms? 

These  are  perceived  and  documented  problems  for 
physicians  in  this  state,  as  well  as  the  whole  nation.  This 
does  not  mean  that  we  as  a whole,  i.e.  all  physicians  in 
South  Dakota,  are  inadequately  trained  or  provide  in- 
adequate care.  The  statements  and  generalities 
indicate  a need  for  more  training  and  more  dedication 
to  the  problem.  Obviously  none  of  us  enjoy  spending 
time  in  court,  but  with  approximately  11,000  reported 
cases  per  year  in  the  state  of  South  Dakota,  we  will  be- 
come involved  and  we  will  need  to  be  trained  and 
dedicated  to  helping  our  children. 

In  1987,  out  of  the  10,686  reported  cases,  physicians, 
including  psychiatrists,  reported  only  214  cases  or  2 
percent  of  all  cases.  Hospitals  reported  another  121 
cases,  or  1.13  percent  and  nurses  reported  another  249 


cases  or  2.33  percent.  Totally,  the  medical  profession 
within  the  state  of  South  Dakota,  with  its  mandatory 
obligation  to  report,  made  up  only  5.5  percent  of  all 
reported  cases  in  1987.  This  has  been  consistent  the 
last  eight  to  nine  years. 

The  task  force,  along  with  the  South  Dakota  Depart- 
ment of  Social  Services,  are  working  to  increase  the 
general  awareness  of  the  public  about  the  child  abuse 
dilemma.  They  are  also  extremely  interested  in  work- 
ing to  help  physicians  and  medical  personnel  to  obtain 
more  information  about  recognition,  treatment  and 
care  for  abused  citizens  of  this  state.  The  University  of 
South  Dakota  School  of  Medicine  and  the  Department 
of  Family  Medicine  and  Pediatrics  has  dedicated  itself 
to  teaching  the  medical  students  and  residents. 
Another  special  project  will  also  be  extremely  helpful 
to  all  outlying  physicians  already  in  practice.  This 
project,  under  the  direction  of  Dr.  Ann  Wilson  from 
the  Department  of  Pediatrics,  has  developed  a detailed 
handbook  concerning  all  aspects  of  child  abuse,  from 
the  initial  history  and  exam  through  appropriate 
documentation  and  subsequent  treatment  and  after 
care.  It  also  includes  information  on  appropriate 
preparation  for  deposition  and/or  court  testimony  and 
information  concerning  how  to  ask  the  right  questions. 

All  physicians,  state’s  attorneys  and  judges  will  be 
getting  this  booklet  in  the  near  future.  Please  read  it 
and  use  it  for  future  reference.  It  is  an  excellent, 
detailed  guide  that  is  well  done.  Another  major  step  is 
currently  being  instituted  and  relates  to  the  current 
rape  and/or  sexual  assault  kits  which  are  available  in  all 
emergency  rooms  and  can  be  made  available  in- 
dividually to  you  in  your  offices  at  your  request  to  the 
State’s  Attorney’s  Office  or  the  State  Crime  Lab.  The 
current  rape  kit  includes  information  concerning  his- 
tory and  exams  of  adult  victims  only.  At  our  request, 
and  with  the  approval  of  the  State  Attorney  General’s 
office,  the  new  rape  kits  will  now  include  an  ap- 
propriate reporting  form  for  physically  and/or  sexually 
abused  children  and  adolescents.  This  form  actually 
includes  the  right  questions  to  ask  and  a cookbook  list 
of  how  to  do  the  exam  with  documentation  by  diagrams, 
etc.  This  should  be  a tremendous  asset  to  all  of  us  as 
we  are  involved  in  doing  these  exams  in  the  future. 

Another  issue  that  is  being  considered  through  the 
Department  of  Family  Medicine  at  USDSM  is  the  fu- 
ture creation  of  a slide  and/or  tape  presentation  on  how 
to  do  abuse  examinations.  When  you  receive  informa- 
tion concerning  these  educational  opportunities 
and/or  information  concerning  future  education  semi- 
nars, please  take  advantage  of  them  and  use  them  for 
the  welfare  of  our  children. 

Please  become  more  aware  of  the  problem.  Please 
recognize  the  children  and  families  in  trouble  and  help 
them  get  appropriate  care  and  counseling.  Help  all  of 
us  stop  this  chain  of  domestic  violence,  this  terrible  so- 
cial dilemma  called  child  abuse.  # 
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Drug  Prescribing  in  the  Elderly 

An  office  based  study. 

David  W.  Laposky,  MD1  ^ 

David  A.  Brechtelsbauer,  MD2 


ABSTRACT 

Problems  of  polypharmacy,  causing  medical  difficulties  because  of  drug  interactions  and  side  effects,  and  finan- 
cial strains  because  of  expense,  are  particularly  common  in  the  elderly  age  group.  Elderly  patients  have,  in  general, 
a higher  prevalence  of  chronic  disease  and  may  find  themselves  taking  multiple  medications. 

This  study  was  undertaken  to  establish  the  number  of  chronic  medications  prescribed  to  an  elderly  group  and 
compare  that  number  to  a control  group  of  younger  patients.  The  results  suggest  a large  number  of  medications 
are  prescribed  for  even  this  "well"  group  of  elderly  patients  being  seen  on  an  ambulatory  basis. 


Physicians  strive  to  prescribe  medication  ap- 
propriately. In  an  older  patient  population 
appropriate  drug  prescribing  is  made  more  difficult  by 
a number  of  factors.  First,  the  elderly  have  a higher 
prevalence  of  chronic  medical  problems  which  may  call 
for  use  of  multiple  medications.  The  possibility  of  side 
effects  and  interactions  increases  with  use  of  multiple 
medications,  and  problems  of  adherence  are  com- 
pounded. Second,  the  geriatric  group  includes  a large 
number  of  people  on  fixed  incomes  for  whom  drug 
costs  can  create  significant  hardships.  Next,  the  higher 
frequency  of  cognitive  problems  in  the  elderly  can 
create  problems  with  correct  drug  usage.  Finally,  nor- 
mal changes  of  aging  impact  upon  pharmacodynamics 
and  make  optimal  drug  selection  and  dosing  more  chal- 
lenging for  the  physician. 

The  challenge  of  appropriate  prescribing  for  elder- 
ly patients  is  especially  salient  for  South  Dakota 
physicians,  as  the  state’s  percentage  of  persons  65  and 
over  is  higher  than  the  national  average  (13.7%  vs 
12.0%). 1 Furthermore,  six  South  Dakota  counties  have 
more  than  20%  of  their  citizens  over  age  64  (Day,  Ham- 
lin, Hutchinson,  Kingsbury,  McPherson,  and  Turner),2 
and  20%  of  South  Dakota’s  noninstitutionalized  elder- 
ly fall  below  poverty  guidelines.1 


Graduate  of  USD  School  of  Medicine  and  Sioux  Falls  Fami- 
ly Practice  Residency  Program.  Currently  in  private  prac- 
tice in  Pine  River,  MN. 

2Faculty  member  of  the  Sioux  Falls  Family  Practice 
Residency  Program  and  supervises  the  geriatrics  cur- 
riculum. Sioux  Falls,  SD. 


With  this  in  mind,  a preliminary  study  was  under- 
taken at  the  Family  Practice  Center,  Inc.,  to  determine 
the  number  of  medications  prescribed  to  office 
patients  65  and  over  and  to  compare  that  number  to  the 
number  of  medications  prescribed  for  adult  patients 
younger  than  65.  An  effort  was  also  made  to  look  at 
the  cost  of  medications  prescribed.  This  study  was 
done  as  part  of  an  elective  rotation  in  geriatrics  offered 
by  the  Sioux  Falls  Family  Practice  Residency  Program. 

METHOD 

The  charts  of  35  consecutive  patients  over  64  years 
old  seen  at  the  Family  Practice  Center,  Inc.  were 
reviewed.  A comparison  group  of  35  charts  was  ob- 
tained by  reviewing  the  charts  of  the  next  adult  (age 
18-64)  office  patient.  Charts  of  patients  presenting  for 
routine  prenatal  care  were  excluded  from  this  study. 

The  charts  were  examined  to  determine  the  number 
of  chronic  medications  prescribed  in  the  preceding  12 
months.  This  was  done  by  reviewing  the  medication 
flow  sheet  and  the  progress  notes.  Family  Practice 
Center,  Inc.  charts  are  designed  to  document  all 
prescriptions  given  to  the  patient,  those  prescribed  by 
FPC  physicians  and  those  prescribed  by  consultants. 
Cost  estimates  were  made  by  compiling  average 
wholesale  costs,  provided  by  the  Sacred  Heart  Hospi- 
tal Pharmacy,  Yankton,  South  Dakota.  In  cases  where 
generic  products  were  available,  average  brand  name 
and  generic  costs  were  both  noted. 

RESULTS 

As  expected,  patients  65  and  over  had  more  medica- 
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tions  prescribed  than  younger  patients,  and  they  paid 
more  for  their  medications  (Table  I).  The  magnitude 
of  this  difference,  more  than  a factor  of  five,  is 
dramatic.  Furthermore,  it  is  noteworthy  that  20%  of 
the  older  group  of  patients  had  five  or  more  chronic 
medications  prescribed  (Table  II). 


3 

ly.  The  20%  of  patients  having  five  or  more  prescrip- 
tions is  troublesome.  Whether  five,  four  or  six 
prescriptions  represents  "polypharmacy"  is  open  for 
debate.  It  does  seem  reasonable  to  suggest  that  those 
on  five  or  more  prescription  medications,  many  of 
whom  are  probably  taking  over  the  counter  drugs  as 


Table  I 

Prescriptions  Medication  in  Family  Practice  Center,  Inc.  Adult  Patients 


Patients  65  and  Greater  (n=35) 

Patients  18-64  (n=35) 

(Prenatal  visits  excluded) 


Average  # of 
Prescriptions 
2.68 
(0-8) 
.57 
(0-7) 


Average  Monthly 
Generic  Cost 
$38.67 
(0-$148.09) 
$9.51 
(0-$109.11) 


Average  Monthly 
Brand  Name  Cost 
$40_38 
(0-$148.09) 
$10.33 
(0-$126.99) 


Table  II 

Number  of  Prescriptions  Per  Patient 


No.  of 
Patients 

21 

X 

Adults,  age  18-64  (n=35) 

Adults,  age  65  and  above  (n  = 35) 

20- 

X 

X 

X 

X 

X 

15  - 

X 

X 

13 

X 

X 

X 

X 

X 

X 

10  - 

X 

X 

9 

X 

X 

X 

X 

X 

7 

X 

X 

X 

X 

X 

X 

X 

X 

X 

5- 

X 

X 

X 

X 

4 4 

X 

X 

X 

X 

x 3 x 3 

X 

X 

X 

X 

x x x 2 x 

X 

X 

1 

X 

X 

X X X X 1 X 

X 

X 

X 

X 

X 

X X X X X X 

0 

1 2 

3 4 5 6 7 8 

0 

1 

2 3 4 5 6 7 

Number  of  Prescription 


Medication  flow  sheets  were  found  to  be  a poor  source 
of  information  regarding  medications  prescribed.  In 
42  of  the  70  patients  whose  charts  documented 
prescription  of  chronic  medication,  the  flow  sheet 
recorded  only  13. 

DISCUSSION 

The  differences  observed  in  the  two  groups  of 
patients  were  not  unexpected,  and  serve  to  confirm 
recommendations  for  care  in  prescribing  for  the  elder- 


well,  need  extra  care  in  prescribing  and  consideration 
of  trying  to  stop  non-essential  prescriptions. 

The  office  medication  flow  sheet  is  designed  to 
provide  an  efficient  record  of  medication  prescribed  4 
It  is  apparent  that  it  is  not  serving  this  function  at  the 
Family  Practice  Center,  Inc.  This  will  be  addressed  by 
an  FPC  inservice. 

Cost  differentials  between  generic  and  brand  name 
prescribing  were  fairly  minor.. .from  4 to  9%.  In  some 


14 


SOUTH  DAKOTA 


cases,  this  was  because  no  generic  product  was  avail- 
able, in  others  there  simply  was  not  much  difference  in 
generic  and  brand  name  pricing.  This  finding  cor- 
roborates a recent  extensive  study  by  Bloom  et  al  which 
also  showed  minimal  savings  from  generic  prescrib- 
ing.5 Bloom  suggests  maximum  savings  can  be 
obtained  by  comparison  shopping  and  moving 
prescriptions  from  place  to  place  to  take  advantage  of 
sale  pricing.  The  practicality  of  doing  this  for  anyone, 
and  particularly  for  the  elderly,  is  questionable.6  This 
practice  would  also  raise  medical  concerns  as  varying 
pharmacies  would  likely  supply  medications  from  dif- 
ferent sources  that  may  not  be  equivalent 
therapeutically.7 

The  nature  of  record  keeping  and  the  design  of  this 
study  would  tend  to  make  any  study  inaccuracies  reflect 
errors  of  omission.  This  study  will  therefore,  if  any- 
thing, underestimate  true  numbers  and  costs. 

Also,  cost  estimates  used  were  wholesale  costs;  the 
actual  cost  to  the  patient  would  be  higher  and  reflect 
local  pharmacy  pricing  practices. 


SUMMARY 

This  study  of  70  office  patients,  35  less  than  age  65 
and  35  age  65  and  older,  shows  that  chronic  medication 
is  prescribed  over  five  times  more  frequently  in  the 
older  group.  This  leads  to  greater  expense.  Minimal 
savings  could  be  accomplished  by  generic  prescribing. 
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MIDWESTERN  s“ 

HEART  LUNG 
INSTITUTE 

Please  mark  your  calendars 
for  the  6th  Annual  Clinical  Review  for  Physicians 


"THORACIC  NEOPLASMS" 


Pre-op  Evaluation  and  Resectability;  Surgical  Staging  of  Thoracic  Neoplasms; 
Surgery  for  Thoracic  Neoplasms  Including  Small  Cell  Cancer 
Current  Status  of  Chemotherapy  of  Small  Cell  Lung  Cancer 
Irradiation  Mediastinal  Tumors  Chest  Wall  Tumors 

Endobronchial  Tumor  Therapy:  Beams  and  Beads 

CME  ACCREDITATION: 

Minnesota  Medical  Association  Accredited 
Minnesota  Academy  of  Family  Physicians  Accredited 

SATURDAY,  NOVEMBER  12,  1988 

Hyatt  Regency  Hotel:  Nicollet  Mall , Minneapolis 

Sponsored  by  the  Midwestern  Heart  Lung  Institute:  Doctors  Gannon,  Satterfield,  Anderson  and  Tell 
Registration  fee  is  $50  for  practicing  physicians  including  their  spouses.  This  will  include  meetings, 
luncheon,  reception,  refreshments,  conference  materials,  and  your  Health  Quotient  Analysis  Residents 
and  fellows  are  welcome  as  our  guests.  For  registration  information  please  call  Wendy  Wolf  at  (612) 
871-4771. 

Spouses  Program:  "Stress  Management,  Problem  Solving  and  Self  Projection” 
Jacquelyn  Ferguson,  CareerTrack  Seminars 

Topics  to  be  covered  include:  Focusing  Your  Energies,  Fight/Flight  Reactions, 

Reprogram  Your  Self  Talk,  Give  and  Get  100%,  Positive  Addictions, 

Don’t  Feel  Guilty!  — Be  Good  to  Yourself 
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Introducing  a new  'how  to 'publication  for  treating 
senior  patients. 

Senior  Patient  provides  practical  information  designed  to  help  you  manage 
the  care  of  your  senior  patients. 

Its  fresh  approach  in  medical  journalism  presents  short,  easy-to-read,  original 
articles  on  a broad  range  of  subjects  including  emotions  and  coping,  family 
relationships,  death  and  dying,  sleep  disorders,  community  services,  relations 
with  institutions,  and  financial  problems  and  their  relation  to  health. 

Each  issue  also  offers  "Pearls”  from  the  personal  experiences  of  other 
physicians,  "Quick  Currents"  about  what  is  happening  in  legislation  relating  to 
senior  care,  and  an  "Open  Forum"  in  which  readers  can  react  and  interact. 

It's  a concise,  informative,  "how  to"  approach  in  caring. 


Senior  Patient  • 4530  W.  77th  St.  • Minneapolis,  MN  55435  • (612)  835-3222 


Professional  Liability  Briefs 


The  following  article  is  an  extract  from  the 
April/May  1988  issue  of  the  AMA  newsletter,  Profes- 
sional Liability  Update. 

New  Research 

A majority  of  state  and  federal  judges  favor  early 
ettlement  incentives,  alternatives  to  the  present 
use  of  expert  witnesses,  and  mandatory  collateral 
source  award  deductions  as  modifications  to  the  cur- 
rent tort  system.  These  results  are  part  of  a recently 
released  report  by  Penn  and  Schoen  Associates,  Inc., 
for  the  American  College  of  Obstetricians  and 
Gynecologists  (ACOG).  The  report  contains  the 
results  of  a survey  of  338  randomly  selected  state  and 
federal  judges.  The  general  intent  of  the  survey  was  to 
assess  which  measures  the  judges  felt  would  serve  the 
public  interest. 

As  the  summary  table  indicates,  84%  of  those  judges 
polled  were  in  favor  of  early  settlement  incentives. 
Judges  also  supported  alternatives  to  the  present  use 
of  expert  witnesses.  Impartial  expert  witnesses  mutual- 
ly agreed  upon  by  plaintiff  and  defendant  were  favored 
by  84%  while  court-appointed  expert  witnesses  were 
supported  by  58%.  Collateral  source  award  deduc- 
tions were  approved  by  55%.  Mandatory  periodic 
payments  were  favored  by  a 49%-39%  margin. 


A slight  majority  of  judges  opposed  mandatory  bind- 
ing arbitration.  Other  measures  which  were  opposed 
by  a majority  of  justices  included  caps  on  non- 
economic awards,  no-fault  resolution  systems, 
elimination  of  punitive  damages,  changing  the  burden 
of  proof  standard,  and  a shortened  statute  of  limita- 
tions for  minors. 

The  full  report  contains  a more  detailed  explanation 
of  the  results  presented  above  as  well  as  data  presented 
on  demographic  subgroups.  Copies  of  the  full  report 
may  be  obtained  from  the  Department  of  Professional 
Liability,  The  American  College  of  Obstetricians  and 
Gynecologists,  409  12th  Street,  SW,  Washington,  DC 
20024.  Please  specify  the  report  on  survey  of  jurists’  at- 
titudes. 


* * * * 

Professional  Liability  Commission  meeting:  The 

Commission  met  on  Thursday,  October  13,  1988. 
Highlights  of  the  meeting  were  discussions  with  the 
director  of  the  South  Dakota  Division  of  Insurance  and 
a representative  from  St.  Paul  Fire  and  Marine  In- 
surance Company. 

* * * * 


Opinions  of  State  and  Federal  Judges  on 
Various  Tort  System  Modifications 


Modification 

In  Favor 

Early  Settlement  Incentives 

84% 

Mutually  Agreed  Upon  Impartial 
Expert  Witness 

84 

Court  Appointed  Impartial 
Expert  Witness 

58 

Mandatory  Collateral  Source 
Award  Deductions 

55 

Mandatory  Periodic  Payments 
of  Future  Damages 

49 

Mandatory  Binding  Arbitration 

44 

Caps  on  Non-Economic  Awards 

42 

No-Fault  Resolution  System 

31 

Elimination  of  Punitive  Damages 

30 

Changing  Burden  of  Proof  to 
Clear  and  Convincing 

18 

Shortened  Statute  of 
Limitations  for  Minors 

16 

Percent  of  Judges: 

Opposed  No  Opinion/Don’t  Know 

6%  11% 


12 

4 

38 

3 

34 

11 

38 

12 

51 

5 

53 

6 

59 

10 

65 

4 

75 

8 

78 

7 

Source:  American  College  of  Obstetricians  and  Gynecologists. 
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Emergency  Physicians 

Fell  a fid  Fart/time  positions. 
Level  II  Emergency  Room  with 
13,000  annual  volume.  Previous 
experience  or  commensurate 
training  preferred.  ACLS,  ATLS 
required.  Independent  contractor 
status.  Malpractice  paid. 
Contact: 

Emergency  Services  and  Management 
C.  A.  Lindquist,  MD 
Rt.  #1 

Fort  Dodge,  Iowa  50501 
Phone:  (515)  955-6136 


Family  Physician 

Family  physician  sought  to  join  a group 
of  four  board-certified  family  physicians 
practicing  in  a 3,500  population  town 
located  in  the  beautiful  Minnesota  River 
Valley.  New  hospital  and  new  attached 
clinic.  Contact: 

D.  Carter,  MD 
295  Tenth  Avenue 
Granite  Falls,  MN  56241 
(612)564-2511  (office) 

(612)  564-4409  (home) 


Physicians  Needed 

General  Surgeon,  Family  Practitioner  and 
Internist  to  join  eight  doctor  clinic  in  Cloquet, 
MN,  a community  of  1 2,000  (30,000  service 
area),  located  20  minutes  from  Duluth-Su- 
perior. Clinic  facility  is  located  one  block 
from  modern,  well  equipped  77-bed  hospi- 
tal. Cloquet  enjoys  a stable  economy  (forest 
products).  Additionally,  our  community  is 
noted  for  its  excellent  school  system.  First 
year  salary  guarantee,  paid  malpractice, 
health  and  disability  insurance,  vacation  and 
study  time. 

Contact:  John  Turonie,  Administrator 
Raiter  Clinic,  LTD 
417  Skyline  Boulevard 
Cloquet,  MN  55720 
Phone:  (218)  879-1271 


SURGEON 

OPPORTUNITY 

Immediate  opening  for  General  Surgeon 
in  Rural  Nebraska,  Board  Certified  or 
Board  Eligible.  Must  be  licensed  in 
Nebraska.  Excellent  benefits.  Great 
Hunting  and  Fishing. 

Contact: 

Wallace  & Panzer,  MD,  PC 
807  North  Ash 
Gordon,  Nebraska  69343 
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AMA  Physicians’  Recognition  Award 


AMA  Physicians’  Recognition  Award  Recipients 

Congratulations  to  the  members  of  the  South  Dakota  State  Medical  Association  who  have  earned  the  AMA 
Physicians’  Recognition  Award  in  March,  April,  May,  June,  and  July,  1988. 

March 


A.  Byford  Anderson 

Deadwood 

Richard  W.  Honke 

Parkston 

David  W.  Bean 

Sioux  Falls 

Warren  L.  Jones 

Sioux  Falls 

George  C.  Flora 

Sioux  Falls 

Allen  E.  Nord 

Rapid  City 

William  C.  Fuller 

Sioux  Falls 

Jason  R.  Ostby 

Watertown 

Joseph  N.  Hamm 

Sturgis 

David  J.  Yecha 

Hoven 

April 

Robert  E.  Van  Demark,  Sr 

Sioux  Falls 

May 

Samir  Z.  Abu-Ghazaleh 

Sioux  Falls 

James  D.  Collins 

Mobridge 

Dale  R.  Anderson 

Rapid  City 

Margaret  R.  Devick 

Canton 

Delbert  L.  Brown 

Sioux  Falls 

Kim  A.  Mills 

Sioux  Falls 

Mary  S.  Carpenter 

Winner 

June 

Jay  D.  Bachmayer 

Aberdeen 

Robert  K.  Johnson 

Rapid  City 

Ray  T.  Birkenkamp 

Mitchell 

Clark  W.  Likness 

Watertown 

Mark  S.  Clippinger 

Eagle  Butte 

Jo  Marie  Neubauer 

Yankton 

Barbara  A.  Hall 

Sioux  Falls 

July 

David  L.  T.  Oey 

Sisseton 

James  L.  Quale 

Sioux  Falls 

Michael  W.  Pekas 

Sioux  Falls 

Richard  A.  Wake 

Brookings 

EMERGENCY  PHYSICIANS 

South  Dakota:  Expanding  physician- 
owned  emergency  group  has  opening 
for  full-time  career-oriented  emergen- 
cy physicians  in  South  Dakota.  Excel- 
lent benefits  including  malpractice,  dis- 
ability, health  insurance,  profit  shar- 
ing, etc.  Flexible  work  schedules,  ex- 
cellent working  and  living  conditions. 

Contact:  Donald  Kougl,  M.D. 

(307)  632-1436 

or  send  CV  to:  EMP,  P.C. 

P.O.  Box  805 
Cheyenne,  WY 
82003-0805 


The  Dodson  Dividend  Plan 


Members  of  SDSMA 
received  a dividend  of 
31.79%  in  1987. 


At  Dodson,  we  want  you  to  earn 
the  highest  return  of  premium 
possible  each  year  on  your  workers’ 
compensation  insurance. 

Let  our  Plan  work  for  you,  too! 

1-800-825-3760 

Ext.  2990 


underwritten.  Casualty  Reciprocal  Exchange 
member  Dodson  Group 


9201  State  Line  Rd.  • Kansas  City,  MO  64114 


OCTOBER  1988 


19 


New  SDSMA  Members 


NEW  MEMBERS 

Neyton  Baltodano,  MD  I 

PO  Box  271 
Arlington,  SD 

James  Bass,  Jr.,  MD  CS 

Rapid  City  Regional  Hosp. 

Rapid  City,  SD 

Rebecca  L.  Belsaas,  MD  R 

PO  Box  8130 
Rapid  City,  SD 

Eugene  Bolliger,  MD  GS 

112  W.  16th 
Chamberlain,  SD 

William  Donnellan,  MD  Ped 

1100  S.  Euclid  Ave. 

Sioux  Falls,  SD 

Stephen  Foley,  MD  FP 

Central  Plains  Clinic 
2727  S.  Kiwanis  Ave. 

Sioux  Falls,  SD 

Adel  A.  F.  Hassan,  MD  S 

903  N.  Washington 
Madison,  SD 

Gregory  Hewitt,  MI)  FP 

608  E.  Garfield 
Gettysburg,  SD 

Robert  E.  Lee,  MD  GS/VS 

VAMC 

Fort  Meade,  SD 

Rosa  Moncholi,  MD  I 

825  E.  8th  St. 

Winner,  SD 

Charles  Rossmann,  MD  GP 

Community  Health  Clinic 
Clear  Lake,  SD 

Genaro  Salazar,  MD  Ped 

19  S.  Plum 
Vermillion,  SD 

Steven  Schultz,  MI>  U 

Brookings  Clinic 
400  22nd  Ave. 

Brookings,  SD 

Terry  Seeman,  MD  OrS 

Northeast  Orthopedic  Ctr. 

600  4th  St.,  NE 
Watertown,  SD 

Susan  Urbatsch,  MD  FP 

3701  W.  49th  St.,  #102 
Sioux  Falls,  SD 


Wayne  Wetzbarger,  MD  I 

Madison  Comm.  Medical  Ctr. 

903  N.  Washington 
Madison,  SD 

ASSOCIATE  MEMBERS 

Jerome  E.  Bormes  Student 

USDSM 

1011  Eleventh  St. 

Rapid  City,  SD 

Mark  Doohen,  MD  Resident 

Family  Practice  Center 
2300  S.  Dakota  Ave. 

Sioux  Falls,  SD 

Ramona  Peshek,  MD  Resident 

Family  Practice  Center 
2300  S.  Dakota  Ave. 

Sioux  Falls,  SD 


The  Physicians’  HELP 

(healing  each  laden  physician) 

Program 

of  the 

South  Dakota  State  Medical  Association 

Designed  to  help  physicians  addicted  to 
alcohol  and/or  other  drugs  as  well  as 
those  with  emotional  and  psychiatric 
disorders. 

All  referrals  and  information  remains 
confidential. 

Call:  (605)336-1965 
or 

Write:  Physicians’  HELP  Program 
1323  S.  Minnesota  Ave. 

Sioux  Falls,  SD  57105 
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COBRA  and  Interhospital  Transfers 

Recent  federal  legislation  (COBRA)  sets  mandatory  requirements  for  the  treatment  of  emergency 
patients. 

A.  J.  JavurelqMD1 


ABSTRACT 

Recent  federal  legislation  (COBRA)  sets  mandatory  requirements  for  the  treatment  and  transfer  of  emergen- 
cy patients.  Any  hospital  with  an  ED  must  see  all  patients  that  present  themselves.  If  a patient  is  indeed  sick,  the 
hospital  must  provide  either  definitive  treatment  or  transfer.  If  transfer  is  documented  as  appropriate  by  the 
"responsible  physician"  the  transferring  hospital  is  then  made  responsible  for  1)  obtaining  an  agreement  from  the 
receiving  facility  to  accept  the  patient;  2)  providing  all  appropriate  medical  records;  and  3)  assuring  that  the  means 
of  transportation  is  adequate  to  the  patient’s  needs.  Violations  can  be  addressed  either  by  HCFA  through  civil 
monetary  penalties  or  by  individuals  in  civil  federal  court  actions. 


The  Consolidated  Omnibus  Budget  Reconciliation 
Act  of  1985  (COBRA)  went  into  effect  August  1, 
1986.  Section  9121  amends  the  existing  Social  Security 
Act  and  states  in  part: 

"In  the  case  of  a hospital  that  has  a hospital  emer- 
gency department,  if  any  individual  (whether  or  not 
eligible  for  benefits  under  this  title)  comes  to  the  emer- 
gency department,  the  hospital  must  provide  for  an 
appropriate  medical  screening  examination  to  deter- 
mine whether  or  not  an  emergency  medical 
condition.,  .exists. .. 

If.. .the  individual  has  an  emergency  medical  condi- 
tion..., the  hospital  must  provide  either: 

(A)  such  treatment  as  may  be  required  to  stabilize 
the  medical  condition  or 

(B)  transfer  of  the  individual  to  another  medical 
facility. 

If  a patient.. .has  an  emergency  medical  condition 
which  has  not  been  stabilized...,  the  hospital  may  not 
transfer  the  patient  unless... 

(A)  (i)  the  patient. ..requests  transfer. ..or 

(ii)  a physician. ..or  other  qualified  medical 
personnel. ..has  signed  a certification 
that. ..the  medical  benefits  outweigh  the  in- 
creased risks...;  and 

(B)  the  transfer  is  an  appropriate  transfer. ..to  that 


^oard  certified  in  emergency  medicine  and  family  practice, 
Emergency  Medicine,  McKennan  Hospital,  Sioux  Falls,  SD. 
Previously  in  private  practice  in  Deadwood,  SD. 


facility. 

An  appropriate  transfer  to  a medical  facility  is  a 
transfer... 

(A)  in  which  the  receiving  facility... 

(i)  has  available  space  and  qualified  person- 
nel for  the  treatment  of  the  patient,  and 

(ii)  has  agreed  to  accept  transfer  of  the 
patient... 

(B)  in  which  the  transferring  hospital  provides  the 
receiving  facility  with  appropriate  medical 
records... 

(C)  in  which  the  transfer  is  effected  through 
qualified  personnel  and  transportation  equip- 
ment, as  required  including  the  use  of  necessary 
and  medically  appropriate  life  support  measures 
during  the  transfer..." 

Additional  sections  of  the  law  go  on  to  provide  for 
penalities  including  suspension  or  termination  of 
medicare  provider  agreements  and  civil  money  penal- 
ties of  up  to  $50,000  ^for  hospitals  and  $25,000  for 
responsible  physicians"  that  "knowingly  and  willfully, 
or  negligently"  (emphasis  added)  fail  to  meet  the  re- 
quirements. 

This  is  an  important  law  for  all  clinicians  and  hospi- 
tals that  have  contact  with  unstable  patients  in  the 
"pre-definitive-care"  phase  of  management.  Note  that 
the  law  applies  to  all  patients,  not  just  Medicare  and 
Medicaid  patients.  Thi^  in  itself,  was  a bold  move  by 
the  federal  government.3 

Note  that  the  traditional  right  of  health  care 
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providers  to  refuse  to  undertake  the  care  of  a patient 
(for  whatever  reason)  is  now  void  when  the  patient 
presents  to  an  emergency  room.  An  appropriate  medi- 
cal screening  examination  must  be  provided. 

If  the  screening  exam  reveals  an  emergency  medical 
condition,  we  are  now  under  a duty  "to  stabilize"  the 
patient.  Some  difficult  terms  such  as  "emergency  medi- 
cal condition",  "responsible  physician",  and  even  the 
elusive  "to  stabilize"  are  defined  for  us  in  COBRA: 

"to  stabilize"  means,  with  respect  to  an  emergency 
medical  condition,  to  provide  such  medical  treatment 
of  the  condition  as  may  be  necessary  to  assure,  within 
reasonable  medical  probability,  that  no  material 
deterioration  of  the  condition  is  likely  (emphasis 
added)  to  result  from  the  transfer  of  the  individual 
from  a facility." 

What  the  duty  to  stabilize  probably  means  in  practi- 
cal terms  is  that  when  preparing  an  unstable  patient  for 
transfer  we  should  be  functioning  along  the  lines  of  es- 
tablished protocols  such  as  those  provided  in  ACLS, 
ATLS,  and  others  thus  making  "material  deterioration" 
as  unlikely  as  possible. 

"An  appropriate  transfer.. .is  a transfer. ..in  which  the 
receiving  facility.. .has  agreed  to  accept  transfer  of  the 
patient."  Who  can  speak  for  the  facility?  In  most  cases 
a receiving  hospital  will  have  a full-time  emergency 
physician  present  in  the  emergency  department.  This 
physician  will  either  know  or  can  find  out  very  quickly 
who’s  in  town,  who’s  on  call,  if  the  CT  scanner  is  work- 
ing, if  air  ambulances  are  available,  and  if  the  facility 
can  accept  the  patient.  As  an  expert  in  pre-definitive 
care,  the  physician  should  be  able  to  offer  advice  on 
management  and  how  to  best  effect  the  transfer.  Get- 
ting various  specialists  involved  as  early  as  is 
appropriate  and  coordinating  transfers  is  a basic  part 
of  the  emergency  physician’s  role.  Ingenuous 
physician  to  physician  telephone  communication  is 
probably  the  single  best  skill  we  can  use  in  satisfying  the 
requirements  of  COBRA  and,  lest  we  forget,  in  provid- 
ing optimum  patient  care  during  a transfer. 

Although  supposedly  enacted  by  Congress  to  ad- 
dress the  problem  of  private  hospitals  "dumping" 
indigent,  unstable,  emergency  patients  on  public  hospi- 
tals, COBRA  is  written  in  such  a way  as  to  open  wide 
the  door  to  federal  litigation: 

"Any  individual  who  suffers  personal  harm  as  a 
direct  result  of  a participating  hospital’s  violation  of  a 
requirement  of  this  section  may,  in  a civil  action  against 
the  participating  hospital,  obtain  those  damages  avail- 
able for  personal  injury  under  the  law  of  the  state  in 
which  the  hospital  is  located,  and  such  equitable  relief 
as  is  appropriate."1 

Until  recently,  case  law  has  held  the  transferring 
physician  solely  responsible  for  patient  care  during  a 
transfer.  Of  course  when  the  transport  is  effected  using 
a vehicle  and  personnel  under  the  control  of  the  receiv- 


ing physician,  that  person  is  the  responsible  physician. 
Where  the  responsibility  lies  when  the  means  of 
transport  is  not  under  the  direct  control  of  either  the 
transferring  or  the  receiving  physician,  but  after  they 
have  conferred  by  telephone,  is  a dynamic  area  of  the 
law  that  now  clearly  includes  hospitals. 

The  implications  of  COBRA  have  not  yet  greatly  af- 
fected the  operations  of  transferring  facilities.  As  of 
June  1988,  HCFA  had  investigated  177  complaints, 
found  53  hospitals  in  violation,  terminated  Medicare 
contracts  on  two  Texas  hospitals,  and  fined  one 
California  hospital  $100, 000.4  The  regulations  needed 
to  fully  implement  the  law  are  just  now  being  formu- 
lated. The  proposed  regulations  were  first  published 
in  the  Federal  Register  on  June  16, 1988  and  the  dead- 
line for  written  comments  was  August  15,  1988.  The 
American  College  of  Emergency  Physicians  is  intense- 
ly involved  in  this  process.  Included  in  the  proposed 
regulations  were  paragraphs  that  would  require  receiv- 
ing hospitals  to  report  suspected  violations  to  HCFA 
within  72  hours  or  risk  termination  of  their  provider 
agreements.5 

The  only  good  news  about  this  law  is  that  its  require- 
ments don’t  seriously  conflict  with  previously 
published  voluntary  guidelines.6,7  The  bad  news  is 
that,  being  federal  law,  it  sets  minimum  standards  of 
care  that  disregard  regional  differences  in  accepted 
medical  practice.  It  supercedes  state  law  and  case  law. 
It  will  overcome  arguments  about  population  density 
and  resource  availability.  It  seems  to  have  been 
designed  to  have  a major  impact  on  the  practice  of 
emergency  medicine  through  our  society’s  ultimate 
medical  quality  assurance  mechanism,  the  courts. 

NOTE 

On  October  19, 1988,  Dr.  Javurek  and  the  Sioux  Falls  Area 
Health  Education  Center  will  present  an  interactive 
teleconference  on  COBRA  and  Interhospital  Transfers. 
For  further  information  contact  AHEC  at  335-5011. 


REFERENCES 

1 PL  99-272,  US  Government  Printing  Office,  42  US  Code 
Service,  1935  dd.  Washington,  DC,  Lawyer  Cooperative 
Publishing  Company,  1986. 

2.  Frew  SA,  Roush  WR,  LaGreca  K:  COBRA:  Implications 
for  emergency  medicine.  Ann  EmergMed  1988;  17:835-837. 

3.  Landry  J:  Emeig  Med  Clin  North  Am  1987;  Feb:5(l):31- 
40. 

4.  Am  Med  News  1988;Jul  8/15:p.l4. 

5.  Fed  Register  1988;  June  16;  53(116):22520. 

6.  American  College  of  Emergency  Physicians:  Guidelines 
for  transfer  of  patients.  Ann  Emerg  Med  1986;  15:174-177. 

7.  Joint  Commission  on  Accreditation  of  Hospitals:  Ac- 
creditation Manual  for  Hospitals  1987;  Chicago,  JCAH 
1986:p33. 


22 


SOUTH  DAKOTA 


ARMY  RESERVE  MEDICAL  PROFILE  NO.  5 


ROSALYN  P STERLING-SCOTT,  M.D. 

Assistant  Professor  of  Surgery,  UCLA  School  of  Medicine  and  Drew 
University  of  Medicine  and  Science,  Los  Angeles 
Associate  Surgeon,  Department  of  Cardiovascular  &.  Thoracic 
Surgery,  Centinela  Hospital  Medical  Center,  Los  Angeles 
Major,  U.S.  Army  Reserve 

EDUCATION  Rensselaer  Polytechnic  Institute,  Troy,  NY,  B.S. 
Chemistry;  NYU  School  of  Medicine,  New  York,  M.D. 

RESIDENCY  Boston  University  School  of  Medicine  (Cardiovas- 
cular); Saint  Vincent  s and  St.  Claire’s  Hospitals,  New  York  City 
(General  Surgery) 

FELLOWSHIP  First  Mary  A.  Fraley  Cardiovascular  Surgical 
Research  Fellow  at  the  Texas  Heart  Institute,  Houston 

OUTSTANDING  ACHIEVEMENTS  Author  of  numerous 

articles,  including  “Indications  for  Early  Bypass  Grafting  Following 
Intracoronary  Streptokinase”;  author  of  “The  Female  Surgeon— Dawn 
of  a New  Era,”  chapter  in  A Century  of  Black  Surgeons^The  U.S.  A. 
Experience;  Board  of  Directors,  Association  of  Black  Cardiologists; 
Secretary,  Drew  Society 


MB  The  caliber  of  physicians  you  meet  in  the  Army 
Reserve  exposes  you  to  new  ways  of  looking  at  a 
problem.  It’s  easy  for  young  surgeons  to  become 
entrenched  in  one  method,  but  in  the  Army  Reserve 
you’ll  have  the  chance  to  work  with  outstanding 
physicians  in  your  own  specialty,  and  often  learn  new 
ideas  that  will  help  you  to  improve  your  own 
approach  to  clinical  or  research  problems,”  says 
Dr.  Sterling'Scott. 

The  Army  Reserve  can  offer  physicians  a 
variety  of  challenging  options  such  as  teaching, 
research,  unique  training  programs,  and  the  oppor- 
tunity to  practice  in  prestigious  Army  medical 
centers. 

“Joining  the  Army  Reserve  enabled  me  to  take 
advantage  of  a number  of  conferences,  including 
one  at  Walter  Reed,  where  I worked  with  thoracic 
surgical  colleagues,  while  conducting  my  own 
research  project.#/ 

We  understand  the  time  demands  on  a busy 
physician.  So  the  Army  Reserve  offers  training 
programs  that  will  allow  you  to  be  flexible  about  the 
time  you  serve. 

For  more  information  about  specific  programs, 
call  toll-free  1-800-USA-ARMY. 
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cefaclor 


Pulvules- 
250  mg 


For  respiratory  tract  infections  due  to  susceptible  strains  of  indicated  organisms. 
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Summary. 

Consult  the  package  literature  for  prescribing 
information. 

Indication:  Lower  respiratory  infections,  including  pneumonia, 
caused  by  Streptococcus  pneumoniae.  Haemophilus  influemae.  and 
Streptococcus  pyogenes  (group  A p-hemolytic  streptococci) 
Contraindication:  Known  allergy  to  cephalosporins 
Warnings:  CECLOR  SHOULD  BE  ADMINISTERED  CAUTIOUSLY  TO  PENICILLIN- 
SENSITIVE  PATIENTS  PENICILLINS  AND  CEPHALOSPORINS  SHOW  PARTIAL  CROSS- 
ALLERGENICITY  POSSIBLE  REACTIONS  INCLUDE  ANAPHYLAXIS 
Administer  cautiously  to  allergic  patients 
Pseudomembranous  colitis  has  been  reported  with  virtually  all 
broad-spectrum  antibiotics.  It  must  be  considered  in  differential 
diagnosis  of  antibiotic-associated  diarrhea  Colon  flora  is  altered  by 
broad-spectrum  antibiotic  treatment,  possibly  resulting  in  antibiotic- 
associated  colitis 
Precautions: 

• Discontinue  Ceclor  in  the  event  of  allergic  reactions  to  it 
s Prolonged  use  may  result  in  overgrowth  of  nonsusceptible 
organisms 

• Positive  direct  Coombs'  tests  have  been  reported  during  treatment 
with  cephalosporins 

• Ceclor  should  be  administered  with  caution  in  the  presence  of 
markedly  impaired  renal  function  Although  dosage  adjustments  in 


moderate  to  severe  renal  impairment  are  usually  not  required,  careful 
clinical  observation  and  laboratory  studies  should  be  made 
9 Broad-spectrum  antibiotics  should  be  prescribed  with  caution  in 
individuals  with  a history  of  gastrointestinal  disease,  particularly 
colitis. 

9 Safety  and  effectiveness  have  not  been  determined  in  pregnancy, 
lactation,  and  infants  less  than  one  month  old.  Ceclor  penetrates 
mother's  milk  Exercise  caution  in  prescribing  for  these  patients 
Adverse  Reactions:  (percentage  of  patients) 

Therapy-related  adverse  reactions  are  uncommon.  Those  reported 
include 

• Gastrointestinal  (mostly  diarrhea):  2.5% 

9 Symptoms  of  pseudomembranous  colitis  may  appear  either  during 
or  after  antibiotic  treatment 

• Hypersensitivity  reactions  (including  morbilliform  eruptions, 
pruritus,  urticaria,  and  serum-sickness-like  reactions  that  have 
included  erythema  multiforme  (rarely.  Stevens-Johnson  syndrome] 
and  toxic  epidermal  necrolysis  or  the  above  skin  manifestations 
accompanied  by  arthritis/arthralgia,  and  frequently,  fever)  15%, 
usually  subside  within  a few  days  after  cessation  of  therapy  Serum- 
sickness-like  reactions  have  been  reported  more  frequently  in  children 
than  in  adults  and  have  usually  occurred  during  or  following  a second 
course  of  therapy  with  Ceclor  Mo  serious  sequelae  have  been 
reported  Antihistamines  and  corticosteroids  appear  to  enhance 
resolution  of  the  syndrome 


» Cases  of  anaphylaxis  have  been  reported,  half  of  which  have 
occurred  in  patients  with  a history  of  penicillin  allergy 
9 As  with  some  penicillins  and  some  other  cephalosporins,  transient 
hepatitis  and  cholestatic  jaundice  have  been  reported  rarely 
9 Rarely  reversible  hyperactivity,  nervousness,  insomnia,  confusion, 
hypertonia,  dizziness,  and  somnolence  have  been  reported 
9 Other-  eosinophilia,  2%,  genital  pruritus  or  vaginitis,  less  than  1%, 
and,  rarely,  thrombocytopenia 
Abnormalities  in  laboratory  results  of  uncertain  etiology 
9 Slight  elevations  in  hepatic  enzymes 
9 Transient  fluctuations  in  leukocyte  count  (especially  in  infants  and 
children) 

9 Abnormal  urinalysis,  elevations  in  BUN  or  serum  creatinine 
9 Positive  direct  Coombs'  test. 

9 False-positive  tests  for  urinary  glucose  with  Benedict's  or  Fehling's 
solution  and  Clmitest5  tablets  but  not  with  Tes-Tape®  (glucose 
enzymatic  test  strip,  Lilly)  toomi 

Additional  information  available  from  pv  2351  amp 

Ell  Lilly  and  Company.  Indianapolis,  Indiana  46285 

Eli  Lilly  Industries,  Inc 

Carolina,  Puerto  Rico  00630 
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Peripheral  Neuropathy  From  Disulfiram 
(Antabuse)  Therapy 

A reminder  of  Antabuse  therapy  side  effects,  particularly  peripheral  neuropathy. 

George  H.  Hassard,  MD1 
Charles  W.  Landgraf,  Jr,  MD2 


ABSTRACT 

Disulfiram  (Antabuse)  can  cause  peripheral  neuropathy,  and  this  fact  is  not  widely  appreciated  by  the  medical 
profession.  The  drug  is  used  extensively  in  treating  alcoholism,  and  the  purpose  of  this  paper  is  to  remind 
physicians  to  be  alert  for  this  adverse  reaction  in  follow-up  of  disulfiram  patients. 


GENERAL  OBSERVATIONS 

Tetraethythiuram  disulphide  (disulfiram,  An- 
tabuse) was  introduced  to  the  medical  profession 
in  England  as  a scabicide  and  vermicide.  By  accident, 
it  was  found  that  a drink  of  alcohol  while  on  disulfiram 
therapy  produced  disagreeable  adverse  effects  (Hald 
and  Jacobsen).1  These  included  hot  flashes,  dizziness, 
confusion,  blurred  vision,  nausea,  vomiting,  weakness, 
tremors  and  other  symptoms  of  generalized  vasodila- 
tion and  hypotension.  Thus,  disulfiram,  as  a chemical 
treatment  for  control  of  alcohol  abuse,  first  was  used 
in  1948.  Since  then  it  has  been  a part  of  most  medical 
treatments  for  this  all  too  common  condition. 

With  alcohol  abuse  and  disulfiram  use  so 
widespread,  it  is  surprising  that  so  few  reports  of  disul- 
firam side-effects  are  in  the  medical  literature.  Childs2 
was  first  to  report  peripheral  neuropathy  as  a com- 
plication of  Antabuse  therapy  in  1952.  However,  in  a 
review  of  all  the  literature  up  to  1984,  Van  Rossum, 
Roos  and  Bots3  found  only  thirty-nine  cases  had  been 
reported.  There  probably  were  more  cases  of  disul- 
firam neuropathy,  but  undoubtedly,  some  were 
attributed  to  other  causes  such  as  alcohol,  malnutri- 
tion, avitaminosis,  concomitant  drugs,  metabolic  and 
other  diseases.  Beyond  the  more  prevalent  sen- 
sorimotor peripheral  neuropathy,  however,  were  other 
adverse  effects,  perhaps  less  frequently  encountered 
but  nevertheless  reported  in  the  medical  literature. 


k^hief,  Rehabilitation  Medicine  Service,  VA  Medical 
Center,  Hot  Springs,  SD. 

2Chief,  Mental  Health  Clinic,  VA  Medical  Center,  Hot 

Springs,  SD. 


These  included  toxic  encephalopathy  with  confusion, 
headaches,  drowsiness,  optic  neuritis,  facial  weakness, 
general  weakness,  lower  extremity  paresthesias  and 
paralysis  of  the  intrinsic  muscles  of  the  feet. 


SYMPTOMS  AND  SIGNS 

Unfortunately,  the  symptoms  of  alcohol  chemical 
peripheral  neuropathy  and  disulfiram  chemical 
peripheral  neuropathy  are  similar,  according  to  Jun- 
tonen4  and  other  writers.  The  usual  symptoms  and 
findings  of  disulfiram  neuropathy  are  subacute  or 
chronic,  somewhat  motor  predominent,  worse 
peripherad,  bilateral  and  involve  the  motor,  sensory 
and  autonomic  nerve  fibers.  Thus,  generalized  weak- 
ness, paresthesias  and  vasomotor  instabilities  cause 
symptoms  specific  to  the  tissue-end  organ  involved. 
However,  optic  neuritis  and  clonic  blepharospasm  are 
encountered  more  frequently  with  disulfiram 
neuropathies  than  alcoholic  neuropathy,  unless  un- 
usually heavy  smoking  accompanies  the  alcohol  intake, 
according  to  Humblet.5 

Electromyographic  examination  of  the  lower  ex- 
tremities, and  particularly,  the  intrinsic  muscles  of  the 
feet  shows  denervation  potentials  along  with  decreased 
numbers  of  motor  units  during  voluntary  contraction. 
The  motor  unit  action  potentials  (MUAPs)  are  fre- 
quently variable  in  amplitude  and  duration  and  thus  are 
variable  in  configuration.  The  motor  and  sensory  con- 
duction velocities  are  normal  or  nearly  so. 

No  laboratory  tests  of  blood,  urine  or  cerebral  spinal 
fluid  are  consistently  abnormal  to  the  point  of  being 
pathognomonic  of  disulfiram  polyneuropathy. 
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PHYSIOLOGY  OF  ALCOHOL  DISULFIRAM 
REACTION 

The  exact  mechanism  of  the  alcohol-disulfiram  reac- 
tion is  not  known.  One  theory  is  that  disulfiram  alters 
alcohol  metabolism  by  depressing  the  action  of  the 
hepatic  enzyme  aldahyde-dehydroginase  on 
acetaldhyde.  This  allows  the  blood  acetaldehyde  level 
to  rise  abruptly.  Acetaldehyde  is  chemically  respon- 
sible for  the  general  alcohol-disulfiram  reaction 
according  to  Goodman  and  Gilman.6  Another  theory 
proposes  that  the  symptoms  are  induced  by  a new  com- 
pound formed  when  disulfiram  is  broken  down  into 
carbon  disulfide  (CS2)  and  diethyldithiocarbamate 
(DDC). 

Indeed,  CS2  is  measurable  in  the  expired  air  of  these 
patients.  The  CS2  is  responsible  for  the  neurotoxic  ef- 
fects, according  to  Davidson  and  Feinleib.7  Van 
Rossum  et  al3  further  hypothesized  that  DDC  chelates 
copper  and  the  copper  containing  enzymes  in  the  syn- 
thesis  of  norepinephrine,  dopamine  and 
beta-hydroxylase.  These  are  further  inhibited  by  disul- 
firam, thus  blocking  norepinephrine  synthesis  in  the 
central  nervous  system  and  causing  primary  axonal 
degeneration. 

PATHOLOGY  OF  DISULFIRAM  NEUROPATHY 

Pathological  findings  in  these  cases,  which  include 
Sural  nerve  biopsy  studied  under  electron  microscope, 
reveals  the  polyneuropathy  to  be  of  primary  axonal  type 
with  Wallerian  degeneration  involving  particularly  the 
larger  myelinated  fibers,  according  to  Rothrock  et  al.8 
This  causes  the  distal  "dying  back"  axonopathy  and, 
thus,  fits  the  EMG  findings.  They  find  that  regenera- 
tion may  be  compatible  with  clinical  recovery  but  that 
the  earliest  changes  reflect  primary  axonal  injury, 
whereas  demylination  occurs  as  a secondary 
phenomenon. 

CASE  HISTORY 

A.S.,  a white  male,  was  a binge-type  alcohol  abuser 
who  started  Antabuse  therapy  on  November  30, 1986. 
After  three  to  four  weeks  of  500  mg  per  day,  he  noticed 
brief  spells  of  mild  disorientation  which  later  increased 
to  confusion  and  drowsiness,  easy  fatiguability  which 
progressed  to  four-limb  weakness  (legs  worse  than 
arms),  numbness  ("legs  feel  dead"),  trouble  walking  in 
the  dark  ("thought  it  was  my  glasses"),  eyelids  flicker- 
ing (clonic  blepharospasm),  soles  of  feet  burning  and 
leg  muscle  achiness.  He  was  not  diabetic,  took  all-pur- 
pose vitamins,  ate  well,  worked  as  a communication 
engineer  and  was  not  exposed  to  chemicals  or  gases. 
His  only  other  medication  was  Indural  which  he  took 
for  monolimb  familial  tremor  of  unknown  origin. 

His  physical  examination  disclosed  only  traces  of 
knee  jerks  and  absent  ankle  jerks.  There  were  no 
upper  motor  neuron  signs.  Muscle  weakness  was 
revealed  on  testing  heel  and  toe  walking,  and  balance 


was  mildly  affected.  Pain,  light  touch,  temperature, 
two-point  discrimination  and  vibratory  sense  were 
decreased.  Calf  squeeze  was  tender  but  not  painful. 
Pulses  and  veins  were  unremarkable. 

He  entered  the  VAMC  domiciliary.  On  January  1, 
1987,  he  went  on  supervised  medication  (took  the  An- 
tabuse in  the  presence  of  domiciliary  nurse).  By  April 
22,  1987,  the  symptoms  were  so  bad  that  he  was 
referred  to  Rehabilitation  Medicine  Service  for  neuro- 
electric  workup.  On  May  20,  1987,  the 
electromyographic  examination  of  the  intrinsic 
muscles  of  the  feet  and  the  forelegs  showed  denervaton 
potentials,  decreased  screen  fill  interference  pattern 
on  maximal  contractions  and  abnormal  motor  unit  ac- 
tion potentials  (MUAP)  with  undue  variation  in 
amplitude  and  duration.  Motor  nerve  and  sensory 
nerve  (Sural)  latencies  and  conduction  velocities  were 
within  normal  limits.  The  possibility  of  Antabuse 
neuropathy  was  discussed  with  the  patient.  On  July  3, 
1987,  the  patient  was  put  on  self-medications.  He  then, 
on  his  own,  discontinued  the  Antabuse,  even  though  he 
took  one  month’s  supply  out  of  pharmacy  each  month 
as  directed  by  his  physician.  By  September  10,  1987, 
his  symptoms  had  disappeared.  The  EMG,  on  Sep- 
tember 16,  1987,  gave  objective  evidence  of 
improvement  but  not  as  dramatically  as  the  subjective 
improvement. 

In  the  junior  author’s  experience,  three  patients 
developed  peripheral  neuropathy  after  three  months’ 
treatment  with  500  mg  of  disulfiram  a day.  Two 
recovered  within  six  months  after  stopping  disulfiram. 
The  third  was  lost  to  follow-up  one  month  after  stop- 
ping the  drug. 

COMMENTS 

The  maintenance  dose  of  at  least  250  mg  disulfiram 
daily  is  necessary  to  obtain  results  in  the  chemical 
therapy  of  alcohol  abuse  according  to  Feldman.9  Yet, 
a dosage  of  only  125  to  200  mg  per  day  may  contribute 
to  a peripheral  neuropathy  according  to  Mokri  et  al10 
who  state  that  disulfiram  symmetrical  polyneuropathy 
is  dose  related.  Some  authors  state  that  even  if  disul- 
firam is  discontinued,  recovery  from  the  peripheral 
neuropathy  may  be  incomplete.  Other  authors  main- 
tain that  it  is  totally  reversible. 

In  Nebraska,  several  years  ago,  an  attempt  was  made 
to  give  trial  judges  authority  to  require  Antabuse  be 
given  those  convicted  of  driving  while  intoxicated.  One 
of  the  co-authors  of  this  paper  (Landgraf)  was  part  of 
a successful  effort  by  the  Nebraska  Medical  Associa- 
tion to  block  this  move  on  the  basis  that  it  would  give 
medical  authority  to  non-medical  persons.  Among  the 
factors  considered  was  the  admittedly  uncommon  risk 
of  untoward  reactions  and  side  effects. 

SUMMARY 

Alcohol  peripheral  neuropathy  in  alcoholics  is  well 
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known  to  the  medical  profession.  Disulfiram  (An- 
tabuse) commonly  is  part  of  medical  treatment  of 
alcoholism.  Yet,  disulfiram  itself  without  alcohol  may 
produce  side  effects  of  which  sensorimotor  peripheral 
neuropathy  is  the  most  frequent.  It  seems  dose  related 
and  time  length  related.  It  is  usually,  but  not  always, 
reversible  after  discontinuation  of  the  drug.  Disul- 
firam neuropathy  should  be  suspected  in  any  patient 
who  develops  peripheral  neuropathy  while  taking  An- 
tabuse, and  the  possibility  always  should  be 
investigated  in  follow-up  examinations. 
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herpes  labialis 

“HERPECIN-L  is  my  treatment  of  choice  for 
perioral  herpes.”  GP,  NY 

“HERPECIN*L  appears  to  actually  prevent  the 
blisters  . . . used  soon  enough.”  DOS,  MN 


MSRpecin-^ 


“HERPECIN-L*.  . a conservative  approach 
with  low  risk/high  benefits.”  MD,  FL 

“Used  at  prodromal  symptoms  . . . blisters 
never  formed  . . . remarkable.”  DH,  MA 

“(In  clinical  trials) . . . response  was  dramatic. 
HERPECIN-L  . .proven  far  superior.”  DDS,  PA 

“All  patients  claimed  shorter  duration  ...  at 
prodromal  symptoms  . . . HERPECIN-L 
averted  the  attacks.”  MD,  AK 


OTC.  See  P.D.R.  for  information.  For  samples  to  make 
your  own  clinical  evaluation,  write:  Campbell  Laboratories, 
Inc.,  P.O.  BOX  812-MD,  FDR  STATION,  NEW  YORK,  N.Y. 
10150 


In  South  Dakota  HERPECIN-L  is  available  at  all  Osco 
and  White  and  other  select  pharmacies. 
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Jacquelyn  Gunnarson,  President,  South  Dakota  State 
Medical  Association  Auxiliary 


Can  You  Identify  Your  Own  Genera- 
tion of  Medicine? 

Are  you  being  squeezed  between  the  changing 
scenes  of  medicine?  Thinking  about  the  effects 
on  this  profession  from  the  aspect  of  a physician’s 
spouse,  I’ve  tried  to  assess  the  various  contributing  fac- 
tors which  have  occurred  in  this  century.  The  dividing 
lines  could  be:  (1)  from  World  War  I up  until  World 
War  II,  (2)  World  War  II  through  the  Vietnam  War, 
and  (3)  Post  Vietnam  through  the  present  day.  Even 
with  this  breakdown,  there  are  overlapping  periods, 
but  most  of  us  can  identify  with  one  of  these  areas  as 
being  "our  generation". 

Those  who  attained  their  medical  school  training 
during  the  first  half  of  the  century,  found  it  quite  com- 
mon to  wait  until  receiving  an  "MD"  before  looking  for 
a "Mrs."  This  chosen  lady  was  to  gain  her  own  prestige 
just  by  becoming  "Mrs.  Dr."  In  fact,  many  would  even 
call  their  own  husband  "Doctor". 

Many  of  our  "modern  day"  medications  and  equip- 
ment were  the  result  of  medical  advances  made  during 
World  War  II.  Prior  to  that  time,  much  of  the  practice 
of  medicine  was  carried  on  through  house  calls  and 
comforting  words.  This  early  generation  of  family 
physicians  were  revered  in  almost  the  same  light  as  the 
family  preacher.  If  a patient  died.. .it  was  God’s 
will. ..and  not  the  doctor’s  fault.  The  physician’s  spouse 
was  many  times  elevated  on  that  same  pedestal. 


During  World  War  II,  many  physicians  served  in  the 
military,  while  the  wife  stayed  home.  The  physician’s 
wife  became  involved  in  various  volunteer  en- 
deavors...and  the  picture  began  to  change.  That 
volunteerism  has  continued  through  the  years  and  it 
would  be  difficult  to  determine  today  just  what  this 
"not-for-profit  sector"  is  actually  worth  to  their  com- 
munities. Throughout  our  nation,  with  so  many 
women,  including  the  physician  wives,  returning  to  the 
profit  sector  job  market,  it  makes  the  pool  from  which 
these  volunteers  are  drawn  even  more  dry. 

In  the  second  half  of  this  century,  societal  changes 
were  reflected  in  medical  schools.  More  of  the  stu- 
dents were  married  earlier  in  their  training,  often  so 
they  could  be  financially  helped  by  their  marriage 
partner,  earning  a PHT  (Putting  Helpmate  Through) 
degree.  Half  of  today’s  medical  school  students  are 
female.. .so  the  term  "physician’s  SPOUSE"  is  now 
used. 

Those  who  were  an  obsessive-compulsive  Type- A 
personality  were  the  ones  who  most  often  entered  into 
the  study  of  medicine  in  previous  generations.. .and  this 
behavior  was  reinforced  through  the  years.  Could  their 
various  repressed  frustrations  be  at  the  root  of  some  of 
the  situations  of  "burnout"  being  manifested  in  today’s 
middle  generation? 

The  physicians,  who  have  been  "in  the  gap"  between 
the  previous  generation  and  the  present,  are  the  ones 
who  are  more  likely  to  struggle  with  the  changes  con- 
fronting medicine. ..such  as  the  threat  of  litigation,  loss 
of  decision  making,  and  governmental  controls.  All  of 
this  has  come  on  board  after  they  were  already  on  the 
ship.  Most  of  the  older  generation  have  now  retired. 
The  new  generation  of  physicians  have  been  part  of  the 
change  and  seem  more  accepting,  because  they  under- 
stood what  would  happen  when  they  entered  the  boat. 

Someone  has  said,  "I’d  want  an  obsessive-compul- 
sive perfectionist  physician  to  perform  my  surgery.. .I’d 
just  not  like  to  be  their  spouse!"  The  pressures  from 
the  commitment  to  medicine  can  cause  stress  on  both 
the  physician  and  family.  Until  we  fully  understand  all 
of  the  complexities  that  make  up  our  individual  dif- 
ferences, we  will  continue  to  have  struggles  in  each 
generation!  # 
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Letters  to  the  Editor 


I wanted  to  take  a moment  of  your  time  to  thank  the 
South  Dakota  State  Medical  Association  for  granting 
me  a scholarship  this  year.  Of  all  the  stresses  and  pres- 
sures I have  faced  thus  far  in  medical  school,  concerns 
about  finances  seem  to  be  my  most  persistent,  vexing 
foe.  In  fact,  anatomy  exams  are  a breeze  compared  to 
balancing  and  budgeting  expenses. 

Consequently,  I deeply  appreciate  your  financial  be- 
quest, but  more  importantly,  I am  grateful  for  the 
recognition  by  your  society  of  my  academic  perfor- 
mance freshman  year.  Your  scholarship  is  a very 
prestigious  award,  and  I feel  quite  honored  to  have 
received  it.  I hope  I,  as  well  as  my  classmates,  continue 
to  merit  your  support.  Thank  you  very  much. 

Mark  D.  Miller 
Vermillion,  SD 


I am  writing  to  thank  the  Medical  Association  of 
South  Dakota  for  your  generous  scholarship  in  the 
amount  of  $500.00.  My  wife  and  I just  returned  to 
South  Dakota,  September  1,  from  several  out  of  state 
electives  in  South  Bend,  Indiana  and  Grand  Rapids, 
Michigan.  Its  nice  to  be  back  home.  I’m  looking  for- 
ward to  the  rest  of  this  year  as  each  month  brings  such 
a diversified  type  of  medicine  into  better  view.  Thank 
you  once  again  for  your  generosity. 

Kenneth  T.  Kirton 
Meckling,  SD 
# 


In-office  results  in  2 minutes 
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patient  care,  greater  office 
efficiency,  and  increased 
profitability.  Call... 


KREISERS  INC. 

1 220  S.  Minnesota  Ave.  1723  Geneva  219  Omaha  St.  1 724  8th  Ave.  N. 

Sioux  Falls,  SD  Sioux  City.  Iowa  Rapid  City,  SD  Billings,  MT 
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Ready  For 
A Change? 

Oberlin,  Kansas  Has  Just 
The  Opportunity  For  You. 

The  Oberlin  Medical  Arts  has  two  openings  for 
Board  certified  family  practitioners  to  join  two 
other  Board  certified  family  practitioners  and  a 
general  surgeon  in  Northwest  Kansas. 

Oberlin  is  a friendly  community  with  a 
supportive,  progressive  environment. 

We  have  a newly  remodeled  hospital  and  new 
clinic  building.  There  is  no  required  investment. 
Guaranteed  income  available. 

For  more  information  contact  Charles  Myers, 
Administrator,  Decatur  County  Hospital,  81 0 W. 
Columbia,  Oberlin,  Kansas  67749,  or  call  913- 
475-2208.  You  may  also  contact  Richard  L.  May, 
M.D.,  Chief  of  Staff,  at  913-475-2221. 
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This  Is  Your  Medical  Association 


Robert  E.  Van  Demark,  Jr,  MD  was  recently  elected  to 
membership  in  the  American  Society  for  Surgery  of  the 
Hand  at  its  43rd  Annual  Meeting  in  Baltimore,  MD.  A 
graduate  of  Tufts  University  Medical  School,  he 
completed  a residency  in  Orthopedic  Surgery  at  the 
Mayo  Clinic.  He  then  finished  his  training  in  a hand 
fellowship  in  Los  Angeles,  CA  with  Dr,  Herbert  Stark 
and  Associates. 

Dr.  Van  Demark  practices  with  his  father,  Dr. 
Robert  Van  Demark,  Sr,  at  the  Van  Demark  Bone  & 
Joint  Clinic  in  Sioux  Falls. 

jfc  % * ifc 

Barbara  Hall,  MD,  a native  of  South  Dakota,  has 
recently  begun  her  practice  in  internal  medicine  at 
Central  Plains  Clinic  in  Sioux  Falls.  She  is  a graduate 
of  Hanson  High  School  in  Alexandria  and  of  Brown 
University  and  Brown  Medical  School,  in  Providence, 
Rhode  Island,  where  she  received  her  medical  degree 
in  1985.  Dr.  Hall  completed  an  internship  in  1986  and 
an  internal  medicine  residency  in  1988,  both  at 
Emanuel  Hospital  in  Portland,  Oregon. 

Dr.  Hall  and  her  husband  Dr.  Allen  Han  both 
recently  began  practice  at  Central  Plains  Clinic. 

H:  $ $ $ 

The  following  physicians  recently  passed  the  Geriatrics 
Boards:  Reuben  J.  Bareis,  O.  Myron  Jerde,  and  David 
E.  Sandvik,  of  Rapid  City;  David  A.  Smith,  of  Yankton; 
David  A.  Brechtelsbauer,  Susan  Urbatsch,  Edward  T. 
Zawada,  Jr,  of  Sioux  Falls. 


Dr.  Calvin  Kershner,  of  Brookings,  died  recently 
in  Brookings.  Dr.  Kershner  was  born  May  30, 1896, 
in  Shamokin,  PA.  He  served  in  the  US  Army  from 
1918  - 1919  and  was  discharged  as  a sergeant  major. 
After  service,  he  was  commissioned  as  a second 
lieutenant  in  the  Officers  Reserve  Infield  Artillery. 
He  attended  the  University  of  Pennsylvania  as  a 
premed  and  medical  student,  receiving  his  medical 
degree  in  1936.  He  completed  a one  year  internship 
in  York,  PA  in  1937.  He  practiced  at  the  Mayo 
Clinic  before  coming  to  Brookings  as  an  ophthal- 
mologist in  1939,  where  he  practiced  until  his  retire- 
ment in  1972. 

He  married  Mayme  Maurer  on  March  14,  1931, 
in  Shamokin. 

He  was  a member  of  the  Masonic  Lodge  and  the 
Shrine  Club  in  Reading,  PA.  He  was  also  a member 
of  the  Kiwanis  Club,  the  Brookings-Madison  Dis- 
trict, the  South  Dakota  State  and  the  American 
Medical  Associations  and  the  Field  Artillery  As- 
sociation. 

Survivors  include  one  daughter:  Mrs.  Robert 
(Danalee)  Kurtz,  Monroeton,  PA;  two 
grandchildren  and  two  great-grandchildren. 


Allen  Han,  MD,  a native  of  Taiwan,  is  a neurologist  at 
Central  Plains  Clinic.  He  received  his  Bachelor  of 
Science  degree  in  biology  in  1980  from  Brown 
University  and  his  medical  degree  in  1983  from  Brown 
Medical  School  in  Providence.  He  completed  an 
internship,  in  1984,  in  Providence;  a neurology 
residency  in  1987,  and  an  electrophysiology  fellowship 
in  1988,  at  the  Oregon  Health  Sciences  University  in 
Portland  Oregon. 

Yankton  Medical  Clinic,  in  Yankton,  announces  the 
association  of  Marcia  K.  Beckman,  MD,  who 
specializes  in  orthopedics.  Dr.  Beckman  was  born  in 
Deadwood.  She  graduated  from  the  University  of 
South  Dakota  with  a Bachelor  of  Science  degree  in 
biology  and  received  her  Doctor  of  Medicine  degree 
from  the  University  of  South  Dakota  School  of 
Medicine  in  1982.  Her  residency  training  included  two 
years  at  the  USD  School  of  Medicine,  Department  of 
Surgery,  1982-84;  orthopedic  research  from  1984-85  at 
the  University  of  California,  San  Diego;  and  an 
orthopedic  residency  at  the  University  of  Nebraska  in 
Omaha,  which  she  completed  this  year. 

Dr.  Beckman  will  reside  in  Yankton. 

❖ 

Watertown  physician,  Dr.  Clark  Likness  of  the  Brown 
Clinic,  was  recently  installed  as  president  of  the  South 
Dakota  Academy  of  Family  Physicians  at  the  group’s 
annual  meeting  in  Rapid  City. 

Earl  Kemp,  MD,  Director,  and  Claudia  Kapp,  RN, 
Patient  Education  Specialist,  representing  the  Family 
Practice  Center,  in  Sioux  Falls,  recently  accepted  the 
Award  for  Excellence  in  Patient  Education,  given  to  a 
family  practice  residency  at  the  Tenth  Annual 
Conference  on  Patient  Education  in  the  Primary  Care 
Setting,  held  in  Kansas  City.  This  prestigious  award, 
sponsored  by  the  publication,  Patient  Care , is  given 
annually  to  only  one  residency  program  in  recognition 
of  excellence  in  patient  education.  # 
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Future  Meetings 


November 

56th  Annual  Postgraduate  Assembly,  Red  Lion  Inn,  Omaha, 
NE,  Nov.  3-5.  Contact:  Lorraine  Seibel,  Omaha  Mid-West 
Clinical  Society,  7363  Pacific  St.,  Ste.  205-B,  Omaha,  NE 
68114.  Phone:  (402)  397-1443. 


Aesthetic  Oculoplastic  Surgery,  Waldorf  Astoria  Hotel,  New 
York,  NY,  Nov.  3-5.  Fee:  $775.  17  hrs.  AMA  Category  I 
credit.  Contact:  Francine  Leinhardt,  Course  Coord., 
Manhattan  Eye,  Ear  & Throat  Hosp.,  210  E.  64th  St.,  New 
York,  NY  10021. 


Clinical  Update  88:  Fourth  Annual  Symposium  for  Physicians, 

McKennan  Hosp.,  Sioux  Falls,  SD,  Nov.  4-5.  CME  credit 
avail.  Contact:  Lisa  Haggan,  McKennan  Hosp.  Med.  Ed. 
Dept.,  800  E.  21st  St.,  Sioux  Falls,  SD  57105.  Phone:  (605) 
339-8117. 


The  National  Cholesterol  Conference,  Hyatt  Regency  Crystal 
City,  Arlington,  VA,  Nov.  9-11.  Fee:  $185.  CME  credit  avail. 
Contact:  The  National  Cholesterol  Conf.,  4733  Bethesda 
Ave.,  Ste.  530,  Bethesda,  MD  20814.  Phone:  (301)  951-3275. 


Strategies  in  Piimaiy  Care  Medicine,  Holiday  Inn  East,  St. 
Paul,  MN,  Nov.  17-19.  Fee:  $225.  14  hrs.  AMA  Category  I 
credit.  Contact:  Kathleen  Fritz,  CME,  St.  Paul-Ramsey 
Med.  Ctr.,  640  Jackson  St.,  St.  Paul,  MN  55101.  Phone: 
(612)  221-3992. 

December 

Annual  Cardiopulmonary  Medicine  Update:  A 
Comprehensive  Review  of  Principles  & Practice,  St. 

Paul-Ramsey  Med.  Ctr.,  St.  Paul,  MN,  Dec.  1-3.  18  hrs. 
AMA  Category  I credit.  Contact:  Bonnie  Young,  Prog. 
Coord.,  St.  Paul-Ramsey  Med.  Ctr.,  640  Jackson  St.,  St. 
Paul,  MN  55101.  Phone:  (612)  221-3992. 


Bone  Grafting:  Biology  & Application  for  Maxillofacial 
Indications,  Le  Meridien,  Coronado  Bay,  San  Diego,  CA, 
Dec.  1-4.  Fee:  $350.  21  hrs.  AMA  Category  I credit. 

Contact:  Plastic  Surgery  Research  Fdn.  of  San  Diego,  PO 
Box  33387,  San  Diego,  CA  92103.  Phone:  (619)  692-9115. 

Ameiica/i  Cancer  Society  National  Conference  on  Advances 
in  Cancer  Management,  Hyatt  Regency  Hotel,  Los  Angeles, 
CA,  Dec.  7-9.  Fee:  $250.  16  hrs.  AMA  Category  I credit. 
Contact:  American  Cancer  Society,  Nat’I.  Conf.  on 
Advances  in  Cancer  Management,  3340  Peachtree  Rd.,  NE, 
Atlanta,  GA  30026. 


American  Academy  of  Pain  Medicine’s  Fifth  Annual  Meeting, 

Emerald  Hotel,  Anaheim,  CA,  Dec.  9-10.  Contact:  AAPM, 
43  E.  Ohio,  Ste.  914,  Chicago,  IL  60611.  Phone:  (312) 
645-0083. 


July  1989 

The  WoHd  Medicine  Games  will  be  held  in  Montreal 
Canada,  July  1989.  Numerous  sporting  events  planned: 
judo,  swimming,  track  and  field,  tennis,  cycling,  soccer,  golf 
etc.  A symposium  on  sports  medicine,  highlighted  by 
internationally  renowned  leaders  in  the  field,  will  be  held. 
If  you  are  interested  in  participating  in  the  games  or  in 
attending  the  symposium,  contact:  Robert  Henry,  Dir.  of 
Comm.,  1989  WORLD  MEDICINE  GAMES,  LTJnion 
Medical  du  Canada,  1440  Rue  Ste-Catherine  Quest,  Suite 
510,  Montreal,  Quebec  H3G  2P9.  Phone:  (514)  866-2053. 


USD  SCHOOL  OF  MEDICINE  INTERDISCIPLINARY 
CONFERENCES  are  held  on  the  3rd  Saturday  of  each 
month,  from  10:00  am  - 12:00  noon.  These  conferences 
originate  at  the  School  of  Medicine  in  Sioux  Falls  and  are 
videotaped  to  each  School  of  Medicine  location  in  the  state. 


Notice  of  Availability 

The  National  Heart,  Lung,  and  Blood  Institute 
(NHLBI)  has  made  available  The  1988  Report  of 
the  Joint  National  Committee  on  Detection, 
Evaluation,  and  Treatment  of  High  Blood 
Pressure  (JNC  IV).  The  report  was  recently 
released  by  the  coordinating  committee  of  the 
National  High  Blood  Pressure  Education 
Program,  a program  sponsored  by  the  NHLBI. 
This  represents  the  fourth  in  a series  of  these 
reports  which  have  provided  physicians  and  other 
health  professionals  with  updated  therapy 
recommendations  for  more  than  a decade. 

JNC  IV  reviews,  updates,  and  expands  the  1984 
recommendations  for  controlling  hypertension. 
The  new  report  translates  the  results  of  the  latest 
clinical  trials  to  medical  practice;  addresses  the 
needs  of  special  populations;  examines  factors 
that  influence  the  cost  of  care;  and  provides 
additional  guidelines  for  managing  high  blood 
pressure  in  the  presence  of  cardiovascular 
diseases  and  other  coexisting  medical  conditions. 
It  is  intended  as  a guide  for  practicing  physicians 
and  other  health  professionals  in  their  care  of 
hypertensive  patients  and  as  a reference  for  those 
participating  in  the  many  community  HBP 
control  programs  throughout  the  country. 

A copy  of  JNC  IV  may  be  obtained  free  of  charge 
by  contacting: 

The  National  High  Blood  Pressure 
EducationProgram 
Information  Center 
4733  Bethesda  Ave.,  Suite  530 
Bethesda,  MD  20814 
(301)  951-3260 


32 


SOUTH  DAKOTA 


In  moderate  depression  and  anxiety 


74%  of  patients  experienced  improved  sleep 
after  the  first  h.s.  dose1 

First-week  improvement  in  somatic  symptoms1 

50%  greater  improvement  with  Limbitrol  in 
the  first  week  than  with  amitriptyline  alone2 


Protect  Your  Prescribing  Decision: 
Specify  “Do  not  substitute.” 

limbitrol 

Each  tablet  contains  5 mg  chlordiazepoxide  and  att- 
12.5  mg  amitriptyline  (as  the  hydrochloride  salt)  vY, 

limbitrol  DS 

Each  tablet  contains  10  mg  chlordiazepoxide  and  Ay- 
25  mg  amitriptyline  (as  the  hydrochloride  salt)  vY- 


References:  1.  Data  on  file,  Hoffmann-La  Roche  Inc.,  Nutley,  NJ.  2.  Feighner  VP, 
eta/:  Psychopharmacology  61 .-217-225,  Mar  22, 1979. 


Limbitrol®® 

tranquilizer— Antidepressant 

Before  prescribing,  please  consult  complete  product  information,  a summary  of  which 
follows: 

Contraindications:  Known  hypersensitivity  to  benzodiazepines  or  tricyclic  antidepressants; 
concomitant  use  with  MAOIs  or  within  14  days  of  monoamine  oxidase  inhibitors  (then  initiate 
cautiously,  gradually  increasing  dosage  until  optimal  response  is  achieved) ; during  acute  recovery 
phase  following  myocardial  infarction. 

Warnings:  Use  with  caution  in  patients  with  history  of  urinary  retention  or  angle-closure  glau- 
coma. Severe  constipation  may  occur  when  used  with  anticholinergics.  Closely  supervise  cardio- 
vascular patients.  Arrhythmias,  sinus  tachycardia,  prolongation  of  conduction  time,  myocardial 
infarction  and  stroke  reported  with  tricyclic  antidepressants,  especially  in  high  doses.  Caution 
patients  about  possible  combined  effects  with  alcohol  and  other  CNS  depressants  and  against 
hazardous  occupations  requiring  complete  mental  alertness  (eg. , operating  machinery,  driving) . 
Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  the  first  trimester 
should  almost  always  be  avoided  because  of  increased  risk  of  congenital  mal 
formations.  Consider  possibility  of  pregnancy  when  instituting  therapy. 

Withdrawal  symptoms  of  the  barbiturate  type  have  occurred  after  discontinuation  of  benzodiaze- 
pines (see  Drug  Abuse  and  Dependence) . 

Precautions:  Use  cautiously  in  patients  with  a history  of  seizures,  in  hyperthyroid  patients, 
those  on  thyroid  medication,  patients  with  impaired  renal  or  hepatic  function.  Because  of  suicidal 
ideation  in  depressed  patients,  do  not  permit  easy  access  to  large  quantities  of  drug.  Periodic  liver 
function  tests  and  blood  counts  recommended  during  prolonged  treatment.  Amitriptyline  may 
block  action  of  guanethidine  or  similar  antihypertensives.  When  tricyclic  antidepressants  are 
used  concomitantly  with  cimetidine  (Tfigamet) , clinically  significant  effects  have  been  reported 
involving  delayed  elimination  and  increasing  steady  - state  concentrations  of  the  tricyclic  drugs. 
Use  of  Limbitrol  with  other  psychotropic  drugs  has  not  been  evaluated;  sedative  effects  may  be 
additive.  Discontinue  several  days  before  surgery.  Limit  concomitant  administration  of  ECT  to 
essential  treatment.  See  Warnings  for  precautions  about  pregnancy.  Should  not  be  taken  during 
the  nursing  period  or  by  children  under  12.  In  elderly  and  debilitated,  limit  to  smallest  effective 
dosage  to  preclude  ataxia,  oversedation,  confusion  or  anticholinergic  effects.  Inform  patients  to 
consult  physician  before  increasing  dose  or  abruptly  discontinuing  this  drug. 


Adverse  Reactions:  Most  frequent:  drowsiness,  dry  mouth,  constipation,  blurred  vision,  dizzi- 
ness, bloating.  Less  frequent:  vivid  dreams,  impotence,  tremot  confusion,  nasal  congestion. 
Rare:  granulocytopenia,  jaundice,  hepatic  dysfunction.  Others:  many  symptoms  associated  with 
depression  including  anorexia,  fatigue,  weakness,  restlessness,  lethargy. 

Adverse  reactions  not  reported  with  Limbitrol  but  reported  with  one  or  both  components  or 
closely  related  drugs:  Cardiovascular:  Hypotension,  hypertension,  tachycardia,  palpitations, 
myocardial  infarction,  arrhythmias,  heart  block,  stroke.  Psychiatric.  Euphoria,  apprehension, 
poor  concentration,  delusions,  hallucinations,  hypomania,  increased  or  decreased  libido.  Neuro- 
logic':  Incoordination,  ataxia,  numbness,  tingling  and  paresthesias  of  the  extremities,  extra- 
pyramidal  symptoms,  syncope,  changes  in  EEG  patterns.  Anticholinergic:  Disturbance  of 
accommodation,  paralytic  ileus,  urinary  retention,  dilatation  of  urinary  tract.  Allergic.  Skin  rash, 
urticaria,  photosensitization,  edema  of  face  and  tongue,  pruritus.  Hematologic:  Bone  marrow 
depression  including  agranulocytosis,  eosinophilia,  purpura,  thrombocytopenia.  Gastrointesti- 
nal: Nausea,  epigastric  distress,  vomiting,  anorexia,  stomatitis,  peculiar  taste,  diarrhea,  black 
tongue.  Endocrine:  Tfesticular  swelling,  gynecomastia  in  the  male,  breast  enlargement,  galactor- 
rhea and  minor  menstrual  irregularities  in  the  female,  elevation  and  lowering  of  blood  sugar 
levels,  and  syndrome  of  inappropriate  ADH  (antidiuretic  hormone)  secretion.  Other:  Headache, 
weight  gain  or  loss,  increased  perspiration,  urinary  frequency,  mydriasis,  jaundice,  alopecia, 
parotid  swelling. 

Drug  Abuse  and  Dependence:  Withdrawal  symptoms  similar  to  those  noted  with  barbiturates 
and  alcohol  have  occurred  following  abrupt  discontinuance  of  chlordiazepoxide;  more  severe 
seen  after  excessive  doses  over  extended  periods;  milder  after  taking  continuously  at  therapeutic 
levels  for  several  months.  Withdrawal  symptoms  also  reported  with  abrupt  amitriptyline  discon- 
tinuation. Therefore,  after  extended  therapy,  avoid  abrupt  discontinuation  and  taper  dosage. 
Carefully  supervise  addiction-prone  individuals  because  of  predisposition  to  habituation  and 
dependence. 

Overdosage:  Immediately  hospitalize  patient.  Tfeat  symptomatically  and  supportively. 

LV.  administration  of  1 to  3 mg  physostigmine  salicylate  may  reverse  symptoms  of  amitriptyline 
poisoning.  See  complete  product  information  for  manifestation  and  treatment. 

How  Supplied:  Double  strength  (DS)  Vablets,  white,  film-coated,  each  containing  10  mg 
chlordiazepoxide  and  25  mg  amitriptyline  (as  the  hydrochloride  salt) , and  Thblets,  blue,  film- 
coated,  each  containing  5 mg  chlordiazepoxide  and  12.5  mg  amitriptyline  (as  the  hydrochloride 
salt)— bottles  of  100  and  500;  Tbl-E-Dose®  packages  of  100;  Prescription  Paks  of  50. 

ROCHE  PRODUCTS  INC. 

Manati,  Puerto  Rico  00701 


In  the  depressed  and  anxious  patient 

See  Improvement  In  The  First  Wee 

And  The  Weeks  That  Follow 


74%  of  patients  experienced  improved  sleep 
after  the  first  h.s.  dose1 


First-week  reduction  in  somatic  symptoms 


Caution  patients  about  the  combined  effects  of 
Limbitrol  with  alcohol  or  other  CNS  depres- 
sants and  about  activities  requiring  complete 
mental  alertness,  such  as  operating  machinery 
or  driving  a car.  In  general,  limit  dosage  to  the 
lowest  effective  amount  in  elderly  patients. 


Percentage  of  Reduction  in  Individual  Somatic  S 
During  First  Week  of  Limbitrol  Therapy 


Limbitrol 
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Each  tablet  contains  5 mg  chlordiazepoxide  and 


12.5  mg  amitriptyline  (as  the  hydrochloride  salt) 


UmbitrolDS 


Each  tablet  contains  10  mg  chlordiazepoxide  and  g- 


25  mg  amitriptyline  (as  the  hydrochloride  salt) 


Copyright  © 1988  by  Roche  Products  Inc.  All  rights  reserved. 
Please  see  summary  of  product  information  inside  back  cover. 
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Gonococcal  Meningitis:  Case  Report  and 


HEALTH  SCIENCES  LIBRARY 
UNIVERSITY  OF  MARYLAND 
BALTIMORE 


Review  of  the  Literature 


NOV  30  1988 


Ensuring  a Safe  Hospital  Environment 

for  Health  Care  Workers  fiEC’Q.  4101 10  CIRC. 


USD  School  of  Medicine 

Medical  Procedures  in  a General  Internal 

Medicine  Residency  Program 


Published  Monthly  by  the  S.D.  State  Medical  Assn 


Volume  41  November  1988  Number  11 
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SENIOR 

PATIENT 


Introducing  a new  “how  topublication  for  treating 
senior  patients. 

Senior  Patient  provides  practical  information  designed  to  help  you  manage 
the  care  of  your  senior  patients. 

Its  fresh  approach  in  medical  journalism  presents  short,  easy-to-read,  original 
articles  on  a broad  range  of  subjects  including  emotions  and  coping,  family 
relationships,  death  and  dying,  sleep  disorders,  community  services,  relations 
with  institutions,  and  financial  problems  and  their  relation  to  health. 

Each  issue  also  offers  "Pearls"  from  the  personal  experiences  of  other 
physicians,  "Quick  Currents"  about  what  is  happening  in  legislation  relating  to 
senior  care,  and  an  "Open  Forum"  in  which  readers  can  react  and  interact. 

It's  a concise,  informative,  "how  to"  approach  in  caring. 


Senior  Patient  • 4530  W.  77th  St.  • Minneapolis,  MN  55435  • (612)  835-3222 
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HERE'S  ONE  DOCTOR 
WHO  WON'T 
PAY  HIS  MALPRACTICE 


PREMIUMS 
THIS  YEAR. 


The  Army  covers  that  for  him.  As  an  Army 
Physician,  there  are  a lot  of  worries  associated 
with  private  practice  that  he  won’t  have  to 
contend  with,  such  as  excessive  paperwork, 
and  the  overhead  costs  incurred  in  running  a 
private  practice. 

What  he  will  get  is  a highly  challenging,  highly 
rewarding  experience.  The  Army  offers  varied 
assignments,  chances  to  specialize,  to  further  your 
education,  and  to  work  with  a team  of  dedicated 
health  care  professionals,  plus  a generous  benefits 
package. 

If  you’re  interested  in  practicing  high-quality 
health  care  with  a minimum  of  administrative 
burdens,  examine  Army  Medicine.  Talk  to  your 
local  Army  Medical  Department  Counselor  for 
more  information. 

Captain  Ricky  D.E.  Otto,  One  Appletree  Square,  Suite  1333, 
Bloomington,  MN  55425-1616,  (612)  854-8489 

ARMY  MEDICINE. 

BE  ALL  YOU  CAN  BE. 


AMA/NET  Simplifies  the  Task  of  Keeping  Up 

With  AMA/NET,  the  on-line  medical  information  network  sponsored  by  the  AMA,  it's 
easy  to  keep  up  with  the  latest  clinical  and  biomedical  literature,  health  care  business 
information  and  medical  news.  You  can  access  the  information  you  need.  . . when  you 
need  it.  . . with  just  your  computer,  a modem  and  your  phone.  No  computer  expertise 
required! 


LITERATURE  SEARCHES 

■ EMPIRES  Key  Clinical  Journals 

■ MEDLINE 

■ Social  and  Economic  Aspects  of 
Medicine  (SEAM) 

■ Disease  Information 

MEDICAL  NEWS  AND  PUBLIC 
t INFORMATION 

Associated  Press  Medical  News 
Service 

Public  Information  Services 

Sources  include 
CDC,  the  Surgeon 
General  and 
NLM/NIH. 

ELECTRONIC 
COMMUNICATIONS 

/4MK/NET 


PROFESSIONAL  PROGRAMS 

■ DXplain™  - A new  medical 
resource  to  expand  the  physician's 
diagnostic  considerations.  From  the 
Massachusetts  General  Hospital 
(MGH). 

■ MEDICOM*  Drug  Interaction 
Database  - The  only  on-line,  generic 
ingredient-based  drug  interaction 
database.  From  Professional  Drug 
Systems,  Inc. 


MGH-CME  - 

Interactive,  self-paced 
programs  for  Category  I 
credit. 


■■■r 


For  Immediate  Sign-Up 
Call  1-800-426-2873 

AMA/NET  is  sponsored  by  the  American  Medical  Association  and  is  a service  ol  SoftSearch.  Inc 
and  American  Medical  Computing,  Ltd  . a subsidiary  of  the  AMA 


South  Dokoto 
Foundation  for 
medicol  Core 


Encouraging  Improved  Documentation 

SDFMC  is  responsible  for  conducting  physician  peer  review 
based  on  the  information  found  in  the  medical  record.  Denials 
and  quality  of  care  concerns  often  arise  from  the  lack  of  legible 
pertinent  patient  information.  Even  though  notices  are  issued 
and  often  later  reversed  when  additional  information  is  made 
known,  it  still  is  inconvenient  and  time  consuming  for  both  the 
attending  physician  and  the  physician  advisor. 

With  each  medical  review,  the  physician  advisor  must  discern 
from  the  medical  record  the  reasons  for  the  admission,  the  ap- 
propriateness of  care  provided  during  the  hospitalization,  and 
the  appropriateness  of  the  discharge  plans. 

Documentation  will  be  increasingly  important  in  the  upcom- 
ing PRO  contract.  Your  cooperation  in  assuring  that  each 
medical  record  contains  pertinent  patient  care  information 
would  be  greatly  appreciated. 
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MINNESOTA  MEDICAL 
INSURANCE  EXCHANGE 

Where  the 
Policyholders 

are  the 
Policymakers 


Seven  years  ago,  a group  of  physicians 
took  the  initiative  to  solve  their 
professional  liability  insurance  problems 
by  creating  Minnesota  Medical  Insurance 
Exchange. 

Today,  physician  involvement  remains  the 
key  to  MM  IE’s  success  and  enables  the 
company  to  offer  its  3,000  policyholders: 

• reasonably  priced  coverage 

• exceptional  risk  management 

• a financially  secure  alternative 


When  purchasing  professional  liability 
insurance,  do  what  the  majority  of 
Minnesota  physicians  do: 


Choose  MMIE 

The  insurance  company  run 
by  physicians  for  physicians 

To  obtain  additional  information, 
call  or  write: 

Williams  Insurance  Agency 
704  West  Avenue  North 
PO.  Box  1507 
Sioux  Falls,  SD  57101 
Telephone  (605)  336-0940 
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Gonococcal  Meningitis:  Case  Report  and 
Review  of  the  Literature 

Gonococcal  meningitis,  a rare  but  important  form  of  meningitis,  should  be  included  in  the  differen- 
tial diagnosis  of  any  sexually  active  patient  presenting  with  meningeal  signs  and  symptoms. 

Joseph  M.  Cash,  MD1 
Serpil  C.  Erzurum,  MD2 


ABSTRACT 

Meningitis  is  an  extremely  rare  manifestation  of  disseminated  goriorrhoeae.  This  report  describes  a 31-year  old 
woman  who  presented  with  meningitis  and  tenosynovitis.  Neisseria  gonorrhoeae  was  confirmed  as  the  *tiologic 
agent  by  two  independent  laboratories.  Penicillin  was  administered  with  complete  resolution  of  symptoms. 
Gonococcal  meningitis  occurs  predominantly  in  women,  responds  well  to  treatment  with  penicillin  and  may  be  as- 
sociated with  specific  strains. 


Discussions  of  the  clinical  spectrum  of  dissemi- 
nated gonococcal  illness  are  generally  limited  to 
arthritis,  tenosynovitis  and  skin  lesions.  Less  well 
recognized  is  dissemination  of  Neisseria  gonorrhoeae 
to  the  meninges.  A case  of  gonococcal  meningitis  is  dis- 
cussed followed  by  a review  of  the  literature. 

CASE  REPORT 

A 31-year  old  woman  presented  to  the  Indian  Health 
Service  Hospital  at  Eagle  Butte,  South  Dakota,  on 
8/10/86,  with  a one  day  history  of  fever,  severe 
headache,  photophobia,  nausea  and  vomiting.  She  was 
having  her  menstrual  period  at  the  time  but  denied 
lower  abdominal  pain,  vaginal  discharge  or  skin  rash. 
She  had  also  noticed  a "sore  right  foot"  for  one  week 
prior  to  admission.  Physical  examination  was  remark- 
able for  a temperature  of  100.2°  F,  photophobia  and  a 
stiff  neck.  Her  mental  status  was  normal  other  than 
mild  lethargy.  The  white  blood  cell  count  was 
10,400/mm3  with  88  segmented  neutrophils,  three  band 
neutrophils,  seven  lymphocytes  and  two  monocytes. 
The  cerebral  spinal  fluid  white  blood  cell  count  was 
3,750/mm3  with  88  percent  polymorphonuclear 
leukocytes  and  12  percent  lymphocytes.  The  protein 
was  238  mg/dl,  the  glucose  5mg/dl.  She  was  begun  on 
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12  million  units  of  penicillin  and  transferred  to  the 
Rapid  City  Indian  Health  Service  Hospital  on  8/12/86, 
for  further  care.  At  that  time  examination  revealed  a 
stiff  neck  and  photophobia.  Pelvic  examination  was  un- 
remarkable; no  skin  lesions  were  noted.  Soft  tissue 
swelling,  erythema  and  pain  with  movement  of  the  dor- 
sum of  the  right  foot  was  noted.  Repeat  cerebral  spinal 
fluid  examination  revealed  a white  blood  cell  count  of 
339  with  44  percent  neutrophils  and  56  percent  lym- 
phocytes. The  protein  was  51  mg/dl  with  a glucose  of 
53  mg/dl.  Cerebral  spinal  fluid  gram  stain,  cryptococ- 
cal  antigen,  India  ink  and  VDRL  were  negative  as  were 
cultures  for  acid  fast  bacillus  and  fungus.  Bacterial  cul- 
tures obtained  from  the  cervix  after  the  start  of 
antimicrobial  therapy  were  negative  for  gonococcus. 

Neisseria  gonorrhoeae,  beta  lactamase  negative  was 
isolated  from  the  initial  collection  of  cerebral  spinal 
fluid.  This  was  confirmed  by  fermentation  studies  per- 
formed at  both  the  Indian  Health  Service  reference 
laboratory  (Saint  Alexius  Hospital,  Bismark,  North 
Dakota)  and  the  North  Dakota  State  Health 
Laboratory. 

She  was  treated  with  high  dose  penicillin  for  a total 
of  14  days  and  noted  complete  resolution  of 
photophobia,  meningismus  and  foot  pain.  The  patiem 
was  later  identified  as  a contact  in  an  investigation  of 
an  outbreak  of  gonorrhoeae  in  central  South  Dakota. 

DISCUSSION 

Dissemination  is  a rare  complication  ot  gonococcal 
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infection.  Arthritis,  tenosynovitis  and  skin  lesions  are 
the  most  common  manifestations.  While  the  true  in- 
cidence is  unknown,  meningitis  was  noted  in  two  of  42 
patients  seen  with  disseminated  gonococcal  infections 
in  one  series,1  none  of  49  patients  in  another  series  2 No 
cases  of  gonococcal  meningitis  were  noted  in  572 
patients  seen  with  bacterial  meningitis  in  12  years  at 
Boston  City  Hospital.3 

Fourteen  cases  of  gonococcal  meningitis  have  been 
reported  in  the  antibiotic  era.  (Table  I)  The  cerebral 
spinal  fluid  is  typically  purulent  with  a high  percentage 
of  polymorphonuclear  leukocytes,  a high  protein  and  a 
low  glucose.  Associated  symptomatic  genital  infec- 
tions are  unusual  in  patients  with  meningitis  as  well  as 
in  those  with  other  sites  of  dissemination.  Both  arthritis 
and  skin  lesions  have  been  seen  in  patients  with  menin- 
gitis. 


confirmed  in  gonococcal  meningitis. 

The  organism  isolated  from  the  patient  in  this  report 
was  beta  lactamase  negative  and  highly  sensitive  to 
penicillin  which  is  typical  of  strains  causing  dissemi- 
nated gonococcal  infection.2  Certain  strains  appear  to 
have  a predilection  to  disseminate  to  the  central  nerv- 
ous system.  Two  women  were  admitted  to  hospitals  in 
Philadelphia  in  January  1984,  with  gonococcal  menin- 
gitis. Isolates  from  these  patients  were  confirmed  as  N. 
Gonorrhoeae  with  identical  serogroup,  auxotype  and 
antibiotic  susceptibility.11 

Treatment  consists  of  high  dose  penicillin  G (12-24 
million  units)  for  10  to  14  days.  Patients  generally 
respond  well  to  antibiotics;  only  one  fatal  case  has  been 
reported.  Permanent  neurologic  damage  has  not  been 
seen. 


Table  I 

Cases  of  Gonococcal  Meningitis  Reported  in  the  Antibiotic  Era 

Reference  Date  Age  Sex  Initial  Site  Extragenital  Cerebral  Spinal  Fluid  Treatment  Outcome 

of  Infection  Manifestations  Protein  Glucose  WBC  %polys 

(mg/dl)  (mg/dl)  (per  mm3) 


(4) 

1938 

16 

F 

Unclear 

None 

• 

* 

6,100 

95 

Sulfanilamide 

Recover)' 

(5) 

1938 

18 

M 

Urethra 

None 

"4  + " 

* 

14,700 

* 

Sulfanilamide 

Recovery 

(6) 

1948 

35 

M 

Unclear 

Skin  Lesions 

1930 

20 

94,000 

100 

Sulfadiazine 

Recovery 

(7) 

1958 

28 

M 

Urethra 

None 

1200 

24 

28,000 

100 

Sulfadiazine 

Penicillin 

Terramycin 

Recovery 

(8) 

1963 

27 

M 

Urethra 

Skin  Lesions 

Arthritis 

Tenosynovitis 

• 

* 

t 

• 

Penicillin 

Sulfadiazine 

Recovery 

(9) 

1970 

3 mo. 

F 

Unclear 

Skin  Lesions 

* 

* 

* 

• 

None 

Death 

(1) 

1971 

25 

F 

Endocervix 

Arthritis 
Skin  Lesions 

118 

15 

3,000 

87 

Penicillin 

Recovery 

(1) 

1971 

24 

F 

Unclear 

Arthritis 

114 

70 

2,259 

85 

Cephalothin 

Chloramphenicol 

Recovery 

(10) 

1971 

20 

F 

Endocervix 

Arthritis 
Skin  Lesions 

340 

25 

10,600 

89 

Penicillin 

Recovery 

(11) 

1972 

20 

M 

Unclear 

None 

940 

21 

3,700 

98 

Penicillin 

Recovery 

(11) 

1972 

35 

F 

Unclear 

Arthritis 

• 

28 

500 

90 

Penicillin 

Recovery 

(11) 

1972 

34 

M 

Unclear 

Skin  Lesions 

Arthritis 

Pericarditis 

900 

52 

1,800 

80 

Penicillin 

Recovery 

(12) 

1984 

15 

F 

Endocervix 

Sepsis/DIC 

• 

* 

* 

t 

Ampicillin 

Chloramphenicol 

Death 

(12) 

1984 

19 

F 

Unclear 

None 

* 

• 

• 

t 

Penicillin 

Recovery 

Present 

Report 

1987 

31 

F 

Unclear 

Tenosynovitis 

238 

5 

3,750 

88 

Penicillin 

Recovery 

* Data  not  available 


Nine  of  the  14  cases  reviewed  were  women.  Altera- 
tions in  the  female  genital  tract  seen  in  menstruation 
may  select  for  strains  likely  to  disseminate.”  Indeed, 
our  patient  and  one  described  by  Holmes  were 
menstruating  at  the  time  of  dissemination.  Other  host 
factors  such  as  deficiency  of  the  terminal  components 
of  the  complement  system  may  be  associated  with  dis- 
semination  of  gonorrhoeae  but  have  not  been 
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DAKOTACARE 

I would  like  to  put  down  a few  thoughts  on 
DAKOTACARE.  I was  on  the  original 
DAKOTACARE  Board,  but  the  past  two  years  I have 
been  only  an  interested  bystander. 

As  I am  sure  most  of  you  realize,  many  non-physician 
groups  have  been  trying  to  force  DAKOTACARE  into 
covering  their  services.  A bill  was  passed  last  year  over 
the  Governor’s  veto,  that  forces  governmental  groups 
to  use  only  medical  insurance  that  has  included 
chiropractic  and  optometric  care.  The  Board  of 
DAKOTACARE  felt  this  was  unconstitutional  and  this 
was  taken  to  court  for  an  opinion,  and  an  injunction  was 
originally  placed  against  this  bill.  This  was  sub- 
sequently reversed  and  will  now  be  appealed  to  the 
State  Supreme  Court  this  spring. 

So  why  does  DAKOTACARE  wish  to  remain 
primarily  a physician  oriented  company? 

DAKOTACARE  was  started  with  Medical  Associa- 
tion money  or  loans  for  which  the  Medical  Association 
has  total  responsibility.  None  of  the  non-physician 
groups  have  any  financial  risk. 

When  clients  of  DAKOTACARE  have  been  sur- 
veyed there  was  found  to  be  very  little  demand  for 
additional  services  especially  when  this  would  increase 
the  premium. 


DAKOTACARE  has  offered  to  sell  a rider  for 
chiropractic  care,  if  the  chiropractors  would  assume 
financial  responsibility  for  those  who  bought  this  rider. 
This  was  turned  down  by  the  Chiropractic  Association 
as  I’m  sure  that  they  realize  the  demand  would  be  rather 
limited.  So  a law  was  passed  which  would  force  cus- 
tomers to  pay  for  coverage  that  would  be  used  only  by 
a relatively  small  munber  of  patients,  but  would  have  a 
rate  increase  passed  on  to  everyone. 

DAKOTACARE  has  a relatively  small  percentage 
of  the  medical  insurance  market  in  this  state.  There  are 
many  other  companies  selling  insurance  in  South 
Dakota.  Many  of  these  will  cover  non-physician  care; 
so  if  this  is  important  to  the  consumer,  it  is  certainly 
available.  There  is  also  no  opposition  from 
DAKOTACARE  for  the  chiropractors  or  any  other 
group  to  start  their  own  HMO. 

It  seems  unfair  to  make  physicians  financially 
responsible  for  another  group  in  which  we  have  very  lit- 
tle control  over  the  quality  of  care  or  the  usage  of  care. 
We  are  quite  well  aware  of  what  should  be  appropriate 
care  by  physicians.  This  is  not  true  for  chiropractic  care 
and  this  could  easily  be  abused  at  the  expense  to  all  the 
patients  and  physicians  who  are  involved  with 
DAKOTACARE.  Also,  if  DAKOTACARE  felt  a cer- 
tain treatment  by  non-physicians  was  inappropriate 
and  refused  to  pay,  it  would  probably  lead  to  addition- 
al litigation  and  again  more  cost  to  the  patients. 

When  one  buys  almost  any  type  of  insurance,  such  as 
home,  car,  etc,  they  are  allowed  to  choose  the  options 
that  are  appropriate  for  their  particular  situation  and 
financial  ability.  Why  should  medical  insurance  be  so 
different? 

This  bill  was  called  the  Freedom  of  Choice  by  the 
chiropractors;  however,  the  real  freedom  of  choice  is 
not  forcing  patients  to  accept  and  pay  for  health  care 
they  will  not  use. 

We  certainly  do  not  wish  to  restrict  patients  from 
going  to  any  non-physician  health  care  professional  that 
they  choose;  however,  we  feel  these  non-physician 
professionals  should  also  accept  financial  responsibility 
that  the  physicians  in  DAKOTACARE  have  assumed. 
We  also  feel  that  each  patient  is  entitled  to  appropriate 
care  for  his  given  condition,  and  patients  should  not  be 
forced  to  purchase  coverage  they  do  not  desire.  # 
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caused  by  Streptococcus  pneumoniae , Haemophilus  influenzae,  and 
Streptococcus  pyogenes  (group  A (5-hemolytic  streptococci) 
Contraindication:  Known  allergy  to  cephalosporins 
Warnings:  ceclor  should  be  administered  cautiously  to  penicillin. 

SENSITIVE  PATIENTS  PENICILLINS  AND  CEPHALOSPORINS  SHOW  PARTIAL  CROSS- 
ALLERGENICITY POSSIBLE  REACTIONS  INCLUDE  ANAPHYLAXIS 
Administer  cautiously  to  allergic  patients 
Pseudomembranous  colitis  has  been  reported  with  virtually  all 
broad-spectrum  antibiotics.  It  must  be  considered  in  differential 
diagnosis  of  antibiotic-associated  diarrhea  Colon  flora  is  altered  by 
broad-spectrum  antibiotic  treatment,  possibly  resulting  in  antibiotic- 
associated  colitis. 

Precautions: 

• Discontinue  Ceclor  in  the  event  of  allergic  reactions  to  it, 

• Prolonged  use  may  result  in  overgrowth  of  nonsusceptible 
organisms 

• Positive  direct  Coombs'  tests  have  been  reported  during  treatment 
with  cephalosporins 

• Ceclor  should  be  administered  with  caution  in  the  presence  of 
markedly  impaired  renal  function.  Although  dosage  adjustments  in 


moderate  to  severe  renal  impairment  are  usually  not  required,  careful 
clinical  observation  and  laboratory  studies  should  be  made 

• Broad-spectrum  antibiotics  should  be  prescribed  with  caution  in 
individuals  with  a history  of  gastrointestinal  disease,  particularly 
colitis 

• Safety  and  effectiveness  have  not  been  determined  in  pregnancy, 
lactation,  and  infants  less  than  one  month  old  Ceclor  penetrates 
mother's  milk.  Exercise  caution  in  prescribing  for  these  patients. 
Adverse  Reactions:  (percentage  of  patients) 

Therapy-related  adverse  reactions  are  uncommon  Those  reported 
include 

• Gastrointestinal  (mostly  diarrheal:  2.5% 

• Symptoms  of  pseudomembranous  colitis  may  appear  either  during 
or  after  antibiotic  treatment. 

• Hypersensitivity  reactions  (including  morbilliform  eruptions, 
pruritus,  urticaria,  and  serum-sickness-like  reactions  that  have 
included  erythema  multiforme  (rarely,  Stevens-Johnson  syndrome) 
and  toxic  epidermal  necrolysis  or  the  above  skin  manifestations 
accompanied  by  arthritis/arthralgia,  and  frequently,  fever):  1.5%: 
usually  subside  within  a few  days  after  cessation  of  therapy  Serum- 
sickness-like  reactions  have  been  reported  more  frequently  in  children 
than  in  adults  and  have  usually  occurred  during  or  following  a second 
course  of  therapy  with  Ceclor.  No  serious  sequelae  have  been 
reported.  Antihistamines  and  corticosteroids  appear  to  enhance 
resolution  of  the  syndrome 


• Cases  of  anaphylaxis  have  been  reported,  half  of  which  have 
occurred  in  patients  with  a history  of  penicillin  allergy. 

• As  with  some  penicillins  and  some  other  cephalosporins,  transient 
hepatitis  and  cholestatic  jaundice  have  been  reported  rarely. 

• Rarely,  reversible  hyperactivity,  nervousness,  insomnia,  confusion, 
hypertonia,  dizziness,  and  somnolence  have  been  reported 

• Other  eosinophilia,  2%,  genital  pruritus  or  vaginitis,  less  than  1%, 
and,  rarely,  thrombocytopenia. 

Abnormalities  in  laboratory  results  of  uncertain  etiology 

• Slight  elevations  in  hepatic  enzymes 

• Transient  fluctuations  in  leukocyte  count  (especially  in  infants  and 
children) 

• Abnormal  urinalysis,  elevations  in  BUN  or  serum  creatinine. 

• Positive  direct  Coombs'  test. 

• False-positive  tests  for  urinary  glucose  with  Benedict's  or  Fehlings 

solution  and  Clinitest®  tablets  but  not  with  Tes-Tape®  (glucose 
enzymatic  test  strip,  Lilly).  io6iosau 

Additional  information  available  from  PV  2351  amp 

Eli  Lilly  and  Company,  Indianapolis.  Indiana  46285 

Eli  Lilly  Industries,  Inc 

Carolina.  Puerto  Rico  00630 
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Editorial 


Medical  Ethics  and 
PoIitics....Strange  Bedfellows 

Richard  P.  Holm,  MD 

Member,  Editorial  Committee,  SDJM 

Brookings,  SD 

The  Natural  Death  Act,  sometimes  referred  to  as 
the  Living  Will,  has  three  parts  to  it: 

• It  should  encourage  a person  to  discuss  with  his 
physician  and  family  choices  for  or  against  resus- 
citation, tube  feeding,  and  other  forms  of  life  sus- 
taining treatment.  This  would  help  if  a time  would 
come  when  a person  could  no  longer  choose  for 
himself. 

• It  should  provide  for  a person’s  autonomy  such 
that,  if  the  physician  cannot  or  will  not  go  along 
with  the  person’s  wishes,  something  can  be  done  to 
protect  their  freedom  of  choice. 

• It  should  encourage  a person  to  define  one 
"durable  power  of  attorney  for  medical  affairs". 
This  means,  for  example,  that  I might  give  my 
oldest  son  the  responsibility  to  direct  my  medical 
care  if  and  when  I may  no  longer  be  capable  to  do 
so. 

This  then  should:  1)  encourage  people  to  think,  talk, 
and  make  choices  about  what  medical  care  they  want; 
2)  encourage  physicians  to  follow  those  choices;  and  3) 
encourage  people  to  pick  a representative  for  making 
future  choices  should  they  become  incapacitated. 
Sounds  good,  right? 

In  several  states  similar  acts  have  been  less  than  help- 
ful for  several  reasons: 

• In  some  states  "natural  death"  laws  actually  restrict 
the  choices  of  the  individual.  For  example  some 
states  do  not  allow  withholding  of  tube  feeding 
even  if  this  contradicts  the  prior  expressed  wishes 
of  the  patient. 

• In  some  states  the  law  would  prosecute  a physician 
for  not  following  the  patient’s  advanced  directive. 
This  tremendously  restricts  the  freedom  of  choice 
of  the  physician.  Physicians  need  to  be  able  to 
direct  care  with  the  patient’s  best  interest  in  mind 
rather  than  with  a cloud  of  potential  prosecution 
hanging  over  their  heads. 

• In  some  states  the  laws  are  so  restricted  as  to  make 
them  unhelpful  in  all  but  an  occasional  situation. 
For  example,  if  the  law  is  only  effective  for  ter- 
minally ill,  then  this  can  make  it  unusable  for  the 
elderly  or  for  those  with  nonmalignant  chronic 
illnesses. 


Others  say  Natural  Death  Act  type  legislation  is  un- 
necessary for  some  of  the  following  reasons: 

• Many  physicians  communicate  well  with  people 
and  already  encourage  their  patients  to  give  ad- 
vanced directives  about  CPR  and  other  life  sustain- 
ing measures.  They  do  that  just  as  a matter  of  being 
good  doctors  and  a law  should  not  be  required  for 
this  to  be  accomplished.  However,  not  everyone 
has  developed  this  habit  yet. 

• A patient  or  his  family  already  have  the  freedom 
to  choose  a different  physician  when  they  are  not 
satisfied  with  the  first  physician.  Sometimes, 
however,  patients  don’t  understand  they  have  that 
freedom. 

• A "durable  power  of  attorney"  is  already  law  in 
South  Dakota  and  probably  could  operate  in  the 
medical  care  setting  although  this  has  not  been 
tested. 

I would  recommend  that  a Natural  Death  Act  be 
passed  this  year  for  the  following  reasons: 

• It  would  encourage  people  to  talk  with  their 
physician  about  difficult  medical  care  preferences. 
This  type  of  advanced  directive  regarding  cardiac 
arrest,  respiratory  arrest  and  tube  feeding  would 
then  prevent  unwanted  prolonged  suffering.  This 
should  not  be  restricted  only  to  people  who  are 
labeled  "terminally  ill",  but  could  be  an  unrequired 
part  of  an  admission  package  to  a nursing  home  for 
example. 

• It  would  clarify  the  freedom  of  the  patient  or  the 
family  to  choose  or  change  physicians. 

• It  would  clarify  "durable  power  of  attorney  for 
medical  affairs"  as  a legitimate  process  such  that 
there  would  be  no  question  regarding  its  accep- 
tance in  South  Dakota  courts. 

• Finally,  such  legislation  would  prevent  enactment 
of  other  less  than  helpful  legislation  which  could 
restrict  choices  and  freedom. 

I encourage  you  to  be  involved  with  the  legislative 
process  and  the  Natural  Death  Act  as  it  evolves  in 
Pierre  this  winter.  # 
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FAMILY  PRACTITIONER 

Immediate  opening  for  family 

practitioner  to  join  busy  13  doctor 
multi-specialty  group  in  dean 
North  Dakota  Lake  Country. 
Salary  and  fringe  benefits  very 
liberal. 

Send  curriculum  vitae  or  inquires 

to: 

Lake  Region  Clinic,  PC 

Attn:  Joel  Rotvold 

PO  Box  1100 

Devils  Lake,  ND  58301 

or  call  collect  at  701-662-2157 
for  further  information 


FAMILY  PRACTICE 
PHYSICIAN 

Multispecialty  Group  located  in  the 
highly  desirable  Black  Hills.  New 
modern  clinic  facility  located  adjacent 
to  accredited  acute  care  hospital. 
Attractive  compensation  package 
including  malpractice  insurance. 
Outstanding  opportunity  to  join  a high 
quality  progressive  group.  Applicant 
should  have  interest  in  obstetrics. 

Direct  inquiries: 

D.  Riddle 
Administrator 

Black  Hills  Medical  Center,  PC 
71  Charles  Street 
Deadwood,  SD  57732 


South  Dakota  Society  Of 
Pathologists 

Officers  for  1988-89 

Bradley  B.  Randall,  MD,  President 
Roy  G.  Burt,  MD,  Vice  President 
Jerry  L.  Simmons,  MD,  Secretary-Treasurer 

_ 
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Auxiliary  News 


Jacquelyn  Gunnarson,  President,  South  Dakota  State 
Medical  Association  Auxiliary 


Is  Thanksgiving  Meant  For  Only 
One  Day  of  the  Year? 

If  you  can’t  be  thankful  for  what  you  have  received.. ..you 
can  be  thankful  for  what  you  have  not  received! 

For  those  whose  daily  contacts  are  in  health-related 
endeavors,  this  statement  may  bring  various  situa- 
tions to  mind.  We  seldom  pause  to  give  thanks  for  the 
many  things  that  are  taken  for  granted.  It  can  hurt  one’s 
pride  to  be  grateful  because  being  thankful  requires 
humility.  This  is  something  we  are  not  born  with. ...but 
need  to  develop  throughout  our  life. 

Recently  I received  correspondence  from  Dr.  Ros- 
coe  Dean,  which  began. ..."Thank  you  for  your  good 
articles  and  comments  in  the  Journal..."  What  touched 
me  most  was  that  he  took  time  to  write  to  me  only  three 
days  after  his  own  wife’s  death!  He  went  on  to  say, 
"Helen  was  a remarkable  woman  and  she  will  be  missed; 
but  her  influence  will  live  on."  This  was  a testimony  of 
cooperation  and  commitment  ....by  the  spouse  of  one 
who  was  a former  president  of  the  SDSMA  Auxiliary. 

In  the  spring  of  1961,  during  his  sophomore  year  of 
medical  school,  Gunnar  had  his  preceptorship  with  Dr. 
Dean,  in  Wessington  Springs.  1 had  to  stay  in  Vermil- 
lion and  continue  with  my  employment  at  the  local 
hospital,  for  this  was  our  only  source  of  income. 

Commitment  and  cooperation  have  matured 
through  the  years  by  many  of  us  who  were  married 


through  those  early  days  of  training.  In  fact,  its  natural 
for  us  to  say,  "when  WE  were  in  medical  school"  and 
"when  WE  did  our  residency".  We’re  both  in  this  all-con- 
suming profession  together. 

In  October,  I attended  an  AMA  Auxiliary  Leader- 
ship Confluence  in  Chicago  and  had  the  privilege  of 
hearing  Dr.  Joseph  Bailey,  President  of  the  Georgia 
Medical  Association,  address  a seminar  on  cooperative 
team  efforts  between  the  Medical  Association  and  the 
Auxiliary  in  his  state. 

He  told  those  attending,  "If  the  Medical  Association 
expects  support  from  its  Auxiliary,  they  need  to  listen 
to  what  the  Auxiliary  has  to  say  and  fund  their  ac- 
tivities." He  went  on  to  say,  "We  have  too  long  tried  to 
influence  medicine  with  small  change.... and  the  invest- 
ment that  is  returned  through  the  Auxiliary  is 
invaluable. ..they  are  our  best  public  relations!" 

For  the  7000  physicians  of  the  Georgia  Medical  As- 
sociation, this  means  a yearly  giving  to  their  Auxiliary 
of  approximately  $70,000.  Dr.  Bailey  said,  "The 
Auxiliary  provides  the  large  pool  of  volunteers  for 
health  concerns  and  legislation,  plus  other  areas  which 
expand  the  impact  of  the  physician.  In  our  day,  with 
severe  criticism  of  medicine,  this  is  extremely  impor- 
tant. 


Our  South  Dakota  Auxiliary  can  be  grateful  for  the 
cooperative  involvement  with  our  Medical  Association 
with  such  things  as:  $1600  funding  for  our  newsletter; 
legislative  Grab  Bag  news;  Auxiliary  representation  on 
some  Association  committees;  SoDaPAC  Board;  com- 
bined meetings  and  projects  in  various  districts 
throughout  the  state;  AMA/ERF  contributions;  assis- 
tance from  secretaries  and  staff  at  the  SDSMA  office; 
SDSMA  Auxiliary  president  addressing  the  SDSMA 
Executive  Board  at  their  fall  meeting;  allowing  for  this 
Auxiliary  page  in  each  month’s  Journal;  cooperative 
development  of  the  Physician’s  HELP-  outreach;  and 
honoring  physicians  through  an  officially  declared 
"Doctor’s  Day". 


In  providing  a definition  for  the  word  "auxiliary",  one 
often  thinks  of  a "support-system",  but  isn’t  the  word 
auxiliary  also  used  for  "an  inboard  engine"?  Does  this 
give  insight  into  the  potential  power  available  to  be  util- 
ized as  your  "support-system",  for  which  you  too  can 
express  your  THANKSGIVING?  In  these  days  of  con- 
cern for  ways  to  "market  medicine",  your  answer  may  be 
that  which  is  already  in  the  same  boat  with  you!  # 
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wishes  for  a 

Happy  Thanksgiving 


from  the  staff  at  South  Dakota  Blue  Shield 


Registered  Trademark  ot  the  Blue  Cross  and  Blue  Shield  Association 
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Ensuring  a Safe  Hospital  Environment  for 
Health  Care  Workers1 

A rationale  for  the  use  of  universal  precautions. 

Karla  K.  Murphy,  MD2 


ABSTRACT 

Effective  strategies  for  reducing  infection  risks  to  health  care  workers  must  be  developed.  The  Body  Substance 
Isolation  system  develops  the  concept  of  universal  precautions  as  recommended  by  regulatory  and  accrediting 
agencies. 


The  prevalence  of  blood-borne  disease  is  increas- 
ing. This  fact  combined  with  the  realization  that 
current  infection  control  practices  may  not  sufficiently 
protect  the  health  care  worker  has  resulted  in 
widespread  interest  in  the  development  of  new  policies 
to  prevent  exposure  to  the  blood  and  body  fluids  of  all 
patients.  Currently,  intensive  isolation  precautions  are 
implemented  only  when  patients  are  suspected  of 
having  particular  infections.  Yet,  studies  demonstrate 
that  Hepatitis  B and  Human  Immunodeficiency  Virus 
(HIV)  infection  may  remain  undiagnosed.1’”  The 
casual  handling  of  these  patients  and  their  body  fluids 
could  result  in  exposure  for  the  health  care  worker. 

Limitations  of  Current  Infection  Control  Practices. 

The  currently  utilized  infection  control  practices 
may  have  limited  effectiveness.  Most  hospitals  rely  on 
the  use  of  specific  isolation  precautions  based  on  the 
patient’s  diagnosis  and  thus  the  system  is  "diagnosis 
driven".3  For  such  a system  to  work  the  diagnosis  must 
be  made  or  suspected  early  and  clinically  recognized 
cases  must  represent  the  major  reservoir  for  the  infec- 
tious agent.  Many  infectious  diseases,  such  as  Hepatitis 
B and  HIV,  may  be  clinically  inapparent  and  may  be  ef- 
fectively transmitted  during  the  prodromal  phase 
before  the  onset  of  clinical  symptoms.3  Thus  preven- 
tion of  these  diseases  must  be  accomplished  by  means 
other  than  diagnosis  driven  isolation  procedures.3  At- 
tempts to  identify  and  label  the  infected  or  "high  risk" 


'This  article  first  appeared  in  Dakota  Midland  Hospital’s 
"Laboratory  Update",  January  1988,  as  an  information  item. 

2Pathologist,  St.  Luke’s-Midland  Regional  Medical  Center, 

Aberdeen,  SD. 


individual  are  unreliable  and  may  actually  give  a false 
sense  of  security.  Precautions  in  handling  blood  and 
body  fluids  adequate  to  prevent  the  transmission  of 
blood-borne  infections  must  be  utilized  for  all  hospital- 
ized patients. 

Body  Substance  Isolation:  An  Alternative  System. 

Health  care  workers  must  consider  all  patients  as 
potentially  infected  with  transmissible  infectious  agents 
and  must  rigorously  adhere  to  infection  control  precau- 
tion for  minimizing  the  risk  of  exposure  to  blood  and 
body  fluids.  The  Center  for  Disease  Control  (CDC) 
recommends  the  use  of  the  following  precautions:4 

• All  health  care  workers  should  routinely  use  ap- 
propriate barrier  precautions  to  prevent  skin  and 
mucous  membrane  exposure  when  contact  with 
blood  or  body  fluids  of  any  patient  is  expected. 
Gloves,  masks,  protective  eyewear,  gowns  and 
aprons  are  utilized  depending  upon  the  anticipated 
type  of  contact  with  blood  and  body  fluids. 

• Hands  and  other  skin  surfaces  should  be  washed  im- 
mediately and  thoroughly  if  contaminated  with 
blood  or  other  body  fluids.  Hands  should  be 
washed  immediately  after  gloves  are  removed. 

• All  health  care  workers  should  take  precautions  to 
prevent  injuries  caused  by  needles,  scalpels,  and 
other  sharp  instruments  or  devices.  The  CDC 
recently  reported  that  37  percent  of  1,019  occupa- 
tional exposures  to  HIV-infected  blood  and  body 
fluids  were  due  to  preventable  injuries  (needle 
recapping,  improper  sharps  disposal,  open 
wounds).5 

• Mouthpieces,  resuscitation  bags,  or  other  ventila- 
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tion  devices  should  be  available  for  use  to  minimize 
the  need  for  emergency  mouth-to-mouth  resuscita- 
tion. 

® Health  care  workers  with  exudative  skin  lesions  or 
weeping  dermatitis  should  refrain  from  all  direct 
patient  care. 

• Because  of  the  risk  of  perinatal  transmission  of  HIV 
infection,  pregnant  health  care  workers  should  be 
especially  familiar  with  and  strictly  adhere  to 
precautions  to  minimize  the  risk  of  HIV  transmis- 
sion. 

Use  of  these  universal  precautions  for  the  blood  and 
body  fluids  for  all  patients  eliminates  the  need  for  use 
of  the  category  of  "Blood  and  Body  Fluid  Precautions" 
previously  recommended  by  the  CDC  for  use  with 
patients  suspected  or  diagnosed  with  a blood  borne 
pathogen.4  These  precautions  may  not  be  sufficient  to 
protect  health  care  workers  and  others  from  airborne 
infections  (such  as  tuberculosis  or  measles)  and  there- 
fore additional  precautions  are  required  for  patients 
with  airborne  communicable  diseases. 

Body  Substance  Isolation  has  been  successfully  util- 
ized in  Seattle  and  San  Diego  hospitals  for  several 
years.3  These  practices  meet  or  exceed  the  require- 
ments established  by  the  Joint  Commission  on 
Accreditation  of  Healthcare  Organization  (JCAHO), 
the  Center  for  Disease  Control  (CDC),  the  Occupa- 
tional Safety  and  Health  Administration  (OSHA)  and 
the  American  Hospital  Association  (AHA). 

SUMMARY 

It  is  clear  that  current  policies  must  be  re-evaluated. 
Health  care  workers  must  be  educated  about  the  etiol- 
ogy and  transmission  of  blood-borne  infections,  the  use 
of  protective  clothing  (gloves,  aprons,  eyewear,  masks) 
and  the  basis  for  selection,  safe  vs  unsafe  sharp/needle 
disposal,  and  the  established  standard  operating  pro- 
cedure for  spills  and  exposures.  Compliance  with 
infection  control  policies  must  be  assured.  Hepatitis  B 
immunization  programs  should  be  established  and 
counseling  and  monitoring  must  be  available  for  the  in- 
jured health  care  worker. 
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OtRAFATE 

^^(sucralfate)  Tablets 


BRIEF  SUMMARY 

CONTRAINDICATIONS 

There  are  no  known  contraindications  to  the  use  of  sucralfate. 

PRECAUTIONS 

Duodenal  ulcer  is  a chronic  recurrent  disease.  While  short-term  treatment 
with  sucralfate  can  result  in  complete  healing  of  the  ulcer,  a successful  course 
of  treatment  with  sucralfate  should  not  be  expected  to  alter  the  post-healing 
frequency  or  severity  of  duodenal  ulceration 

Drug  Interactions:  Animal  studies  have  shown  that  simultaneous  admin- 
istration of  CARAFATE  (sucralfate)  with  tetracycline,  phenytoin,  digoxin,  or 
cimetidine  will  result  in  a statistically  significant  reduction  in  the  bioavailability 
of  these  agents.  The  bioavailability  of  these  agents  may  be  restored  simply  by 
separating  the  administration  of  these  agents  from  that  of  CARAFATE  by  two 
hours.  This  interaction  appears  to  be  nonsystemic  in  origin,  presumably  result- 
ing from  these  agents  being  bound  by  CARAFATE  in  the  gastrointestinal  tract. 
The  clinical  significance  of  these  animal  studies  is  yet  to  be  defined.  However, 
because  of  the  potential  of  CARAFATE  to  alter  the  absorption  of  some  drugs 
from  the  gastrointestinal  tract  the  separate  administration  of  CARAFATE  from 
that  of  other  agents  should  be  considered  when  alterations  in  bioavailability 
are  felt  to  be  critical  for  concomitantly  administered  drugs. 

Carcinogenesis.  Mutagenesis.  Impairment  of  Fertility:  Chronic  oral 
toxicity  studies  of  24  months'  duration  were  conducted  in  mice  and  rats  at 
doses  up  to  1 gm/kg  (12  times  the  human  dose).  There  was  no  evidence  of 
drug-related  tumorigemcity.  A reproduction  study  in  rats  at  doses  up  to  38 
times  the  human  dose  did  not  reveal  any  indication  of  fertility  impairment. 
Mutagenicity  studies  were  not  conducted. 

Pregnancy:  Teratogenic  effects  Pregnancy  Category  B.  Teratogenicity 
studies  have  been  performed  in  mice,  rats,  and  rabbits  at  doses  up  to  50  times 
the  human  dose  and  have  revealed  no  evidence  of  harm  to  the  fetus  due  to 
sucralfate.  There  are,  however  no  adequate  and  well-controlled  studies  in 
pregnant  women.  Because  animal  reproduction  studies  are  not  always  pre- 
dictive of  human  response,  this  drug  should  be  used  during  pregnancy  only  if 
clearly  needed. 

Nursing  Mothers:  It  is  not  known  whether  this  drug  is  excreted  in 
human  milk.  Because  many  drugs  are  excreted  in  human  milk  caution  should 
be  exercised  when  sucralfate  is  administered  to  a nursing  woman. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been 
established. 

ADVERSE  REACTIONS 

Adverse  reactions  to  sucralfate  in  clinical  trials  were  minor  and  only  rarely  led 
to  discontinuation  of  the  drug.  In  studies  involving  over  2,500  patients  treated 
with  sucralfate,  adverse  effects  were  reported  in  121  (4.7%). 

Constipation  was  the  most  frequent  complaint  (2.2%).  Other  adverse  effects, 
reported  in  no  more  than  one  of  every  350  patients,  were  diarrhea,  nausea, 
gastric  discomfort  indigestion,  dry  mouth,  rash,  pruritus,  back  pain,  dizziness, 
sleepiness,  and  vertigo. 

OVERDOSAGE 

There  is  no  experience  in  humans  with  overdosage.  Acute  oral  toxicity  studies 
in  animals,  however,  using  doses  up  to  1 2 gm/kg  body  weight  could  not  find  a 
lethal  dose.  Risks  associated  with  overdosage  should,  therefore,  be  minimal. 

DOSAGE  AND  ADMINISTRATION 

The  recommended  adult  oral  dosage  for  duodenal  ulcer  is  1 gm  four  times  a 
day  on  an  empty  stomach. 

Antacids  may  be  prescribed  as  needed  for  relief  of  pain  but  should  not  be 
taken  within  one-half  hour  before  or  after  sucralfate. 

While  healing  with  sucralfate  may  occur  during  the  first  week  or  two, 
treatment  should  be  continued  for  4 to  8 weeks  unless  healing  has  been 
demonstrated  by  x-ray  or  endoscopic  examination. 

HOW  SUPPLIED 

CARAFATE  (sucralfate)  1-gm  tablets  are  supplied  in  bottles  of  100  (NDC 
0088-1 712-47)  and  in  Unit  Dose  Identification  Paks  of  1 00  (NDC  0088- 1 71 2-49). 
Light  pink  scored  oblong  tablets  are  embossed  with  CARAFATE  on  one  side 
and  1712  bracketed  by  C's  on  the  other  Issued  1/87 


Reference: 

1 Eliakim  R,  Ophir  M,  Rachmilewitz  D J Clin  Gastroenterol  1987;9(4)  395-399 


CAFAD276 


Another  patient  benefit  product  tram 

PHARMACEUTICAL  DIVISION 

MARION 
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Carafate  for  the 
ulcer-prone  NSAID  patient 


Aspirin  and  other  nonsteroidal  anti-inflammatory  drugs  weaken 

mucosal  defenses,  which  may  lead  NSAID  j userstobecome 


prone  to  duodenal  ulcers.1  For  those  NSAID 


users  who  do 


develop  duodenal  ulcers,  CARAFATE®  (sucralfate/Marion)  is  ideal  first-line 
therapy.  Carafate  rebuilds  mucosal  I defenses  through  a unique. 


nonsystemic  mode  of  action.  Carafate  enhances  the  body's  natural  healing 
ability  while  it  protects  damaged  mucosa  from  further  injury.  So  the  next  time 
you  see  an  arthritis  patient  with  a duodenal  ulcer,  prescribe  nonsystemic 
Carafate:  therapy  for  the  ulcer-prone  patient. 


Unique,  nonsystemic 


OtRAFATE 

sucralfate/Marion 


CAFAD276 


Please  see  brief  summary  of  prescribing  information,  and  reference  on  adjacent  page- 
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EXTEND 

YOUR 

PRACTICE. 

It  you’re  looking  to  extend  your 
practice,  and  your  career,  look  into  Army 
Reserve  medicine. 

We’ll  give  you  the  opportunity  to 
practice  in  a variety  of  challenging 
fields— teaching,  research,  patient  care, 
even  field  work. 

We’ll  also  give  you  the  kind  of  flex- 
ibility you  can’t  always  have  in  civilian 
hospitals,  such  as  the  chance  to  practice 
a new  specialty,  or  to  broaden  your 
experience  in  your  current  one. 

Since  we  know  how  busy  you  are, 
we’ll  also  be  flexible  about  the  hours  you 
work.  You  can  join  a local  medical  unit 
and  normally  serve  sixteen  hours  every 
month  plus  fourteen  days  of  active 
duty  during  the  year. 

Army  Reserve  medicine  is  more 
than  a chance  to  broaden  your  practice. 
It’s  a chance  to  broaden  your  horizons. 

If  you  would  like  more  information 
about  specific  programs,  call  toll-free 
1-800-USA-ARMY. 

ARMY  RESERVE 
MEDICINE. 

BE  ALL  YOU  CAN  BE. 


This  Is  Your  Medical  Association 


Redfield  physician,  Joel  Huber,  MD,  was  elected 
president-elect  of  the  South  Dakota  Academy  of 
Family  Physicians  at  their  recent  annual  meeting  in 
Rapid  City. 

Alan  R.  Bloom,  MD,  a native  of  Webster,  has  returned 
there  to  work  as  a family  practice  physician.  After 
graduating  from  high  school  in  Webster,  Dr.  Bloom 
attended  South  Dakota  State  University  on  an  Air 
Force  scholarship  and  received  his  bachelor  of  science 
degree  in  1972.  From  1973  - 1978,  he  served  in  the  Air 
Force;  training  to  be  a pilot  at  Webb  Air  Force  Base  in 
Texas,  earning  his  wings  in  1974;  and  flying  B52s  from 
Wurtsmith  Air  Force  Base  in  Michigan.  He  was 
discharged  in  1978.  He  earned  a master’s  degree  in 
public  administration  in  1976  from  Central  Michigan 
University  and  his  master  of  science  degree  in  biology 
from  the  University  of  South  Dakota  in  Vermillion.  He 
received  his  medical  degree  from  the  USD  School  of 
Medicine  in  1985,  and  completed  a family  practice 
residency  in  Fargo,  North  Dakota,  prior  to  beginning 
his  new  practice. 

Dr.  Bloom  and  his  wife,  Sylvia,  have  two  daughters 
and  one  son.  The  Blooms  plan  to  live  on  the  family  farm 
south  of  Webster. 


Vikentijs  Norgello,  MD,  Sioux  Falls,  died  recent- 
ly in  the  Good  Samaritan  Village.  Dr.  Norgello  was 
born  March  26,  1899,  in  Riga,  Latvia.  He  married 
Anna  Taunins  on  July  9, 1922,  in  Riga.  His  wife  died 
in  1981. 

He  practiced  at  the  Redfield  State  Hospital  in 
Redfield  from  1954  until  his  retirement  in  1975.  He 
was  a member  of  the  Aberdeen  District  Medical 
Society,  the  South  Dakota  State  Medical  Associa- 
tion and  the  AMA.  He  was  a member  of  the  Letonia 
Fraternity  since  1920. 

Survivors  include  two  sons:  Haralds,  Chicago;  and 
Raimonds,  Sulphur  Springs,  Texas;  one  daughter, 
Mrs.  Visvaldis  (Livija)  Janavs,  Leesburg,  Fla.;  seven 
grandchildren;  and  two  great-grandchildren. 


Dr.  Ronald  Anderson  recently  established  his  practice 
in  obstetrics  and  gynecology  at  the  Delaney  Clinic  in 
Mitchell.  Dr.  Anderson  is  a native  of  South  Dakota. 
He  received  a bachelor  of  science  degree  in  biology  and 
chemistry  at  Sioux  Falls  College  in  1980,  and  his 
medical  degree  from  the  University  of  South  Dakota 
School  of  Medicine  in  1984.  He  completed  a one-ycar 
internship  in  1985,  and  a three-year  residency  in 
Ob/Gyn  in  1988  at  the  St.  Paul-Ramsey  Medical  Center 
in  St.  Paul,  Minnesota. 

Dr.  Anderson  received  the  ACOG  Presidential 
Award  for  Outstanding  Scientific  Exhibit  at  the  1987 
convention  of  the  American  College  of  Obstetrics  and 
Gynecology,  for  his  research  in  pelvic  inflammatory  dis- 
eases. He  has  also  received  the  National  Science 
Outstanding  Student  Award  and  the  Sioux  Falls  Cham- 
ber of  Commerce  Outstanding  Student  Award.  He  is 
a Junior  Fellow  in  the  AACOG  and  is  a member  of  the 
American  Laparoscopy  Association. 

Sioux  Falls  obstetrician  and  gynecologist,  Dr.  Milton 
Mutch,  received  the  Pioneer  Award  from  the  South 
Dakota  Perinatal  Association.  The  award  recognizes 
Dr.  Mutch  for  being  the  first  to  perform  several 
procedures  such  as  intrauterine  transfusion,  and 
amniocentesis  in  South  Dakota.  Dr.  Mutch  began  his 
practice  in  Sioux  Falls  in  1959  when  the  state’s  neonatal 
mortality  rate  of  29-35  deaths  per  1,000  births  was  the 
nation’s  highest.  By  1980,  the  ratio  had  improved  to  the 
nation’s  lowest,  now  averaging  10-12  deaths  a year. 


YOUR  CONTRIBUTION 
IS  NEEDED  TO  THE 
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Dr.  C.  F.  Gutch  returned  October  1,  from  a trip  to  the 
Colombian  Andes.  He  accompanied  Dr.  German 
Ramirez  of  the  College  of  Medicine,  University  of 
South  Florida  in  a research  study  on  salt  adaptation  at 
high  altitude  and  the  role  of  atrial  naturetic  factor.  The 
work  was  done  at  slightly  over  10,000  feet,  at  Guachucal 
near  the  border  of  Ecuador.  The  area  is  a center  of 
dairy  activity  and  the  dairymen  were  interested  in  a 
relationship  of  this  investigation  to  brisket  disease  in 
their  cattle. 

Max  L.  Farver,  MD  joined  the  staff  of  the  Yankton 
Medical  Clinic,  in  the  practice  of  hematology/oncology. 
He  was  born  in  Superior,  Nebraska,  and  graduated 
from  Doan  College,  Crete,  Nebraska.  Dr.  Farver 
received  his  medical  degree  from  the  University  of 
Nebraska,  Omaha,  in  1983.  He  completed  his 
internship  and  residency  training  in  internal  medicine 
at  the  University  of  South  Dakota  Affiliated  Programs 
and  Sacred  Heart  Hospital  in  Yankton,  in  1986.  He 
completed  his  clinical  fellowship  in 
hematology/oncology  in  1988,  at  the  University  of  Utah 
Medical  Center  in  Salt  Lake  City. 

Dr.  Farver  and  his  wife,  Debra,  will  reside  in 
Yankton. 

Dr.  Calvin  A.  Roseth  has  joined  the  staff  of  the  Bartron 
Clinic  in  Aberdeen.  He  specializes  in  internal 
medicine,  diagnosis  and  cardiology.  Dr.  Roseth  was 
born  and  raised  in  Aberdeen  and  received  a bachelor 
of  science  degree  from  Northern  State  College  in  1980. 
He  earned  his  medical  degree  from  the  University  of 
South  Dakota  School  of  Medicine  in  1985.  His 
internship  and  residency  were  served  at  Bon  Secours 
Hospital  in  Grosse  Point,  Michigan. 

Dr.  Roseth  and  his  wife,  Michele,  have  two  children. 


If  you  have  a difficult  task,  give  it 
to  a lazy  man.  He’ll  find  an  easier 
way  to  do  it! 

Jerry  Maginn 
Wyeth-Ayerst 
Laboratories 


EMERGENCY  PHYSICIANS 

South  Dakota:  Expanding  physician- 
owned  emergency  group  has  opening 
for  full-time  career-oriented  emergen- 
cy physicians  in  South  Dakota.  Excel- 
lent benefits  including  malpractice,  dis- 
ability, health  insurance,  profit  shar- 
ing, etc.  Flexible  work  schedules,  ex- 
cellent working  and  living  conditions. 

Contact:  Donald  Kougl,  M.D. 

(307)  632-1436 

or  send  CV  to:  EMP,  P.C. 

P.O.  Box  805 
Cheyenne,  WY 
82003-0805 


Emergency  Physicians 

Full  and  Part/time  positions. 
Level  II  Emergency  Room  with 
13,000  annual  volume.  Previous 
experience  or  commensurate 
training  preferred.  ACLS,  ATLS 
required.  Independent  contractor 
status.  Malpractice  paid. 
Contact: 

Emergency  Services  and  Management 
C.  A.  Lindquist,  MD 
Rt.  #1 

Fort  Dodge,  Iowa  50501 
Phone:  (515)  955-6136 
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University  of  South  Dakota  School  of  Medicine 

...  providing  medical  education , service 
and  research  for  South  Dakotans  ' 

Medical  Procedures  in  a General  Internal 
Medicine  Residency  Program 

An  electronic  database  to  document /evaluate  the  procedural  skills  of  residents  in  an  internal 
medicine  program  is  described. 

Anthony  G.  Salem,  MD1 
James  R.  Horning,  MD,  FACP2 


ABSTRACT 

Teaching  and  documentation  of  resident’s  procedural  skills  is  increasingly  important  for  internal  medicine 
residency  programs.  We  have  developed  a list  of  basic  and  special  procedures  that  residents  must  learn  during 
their  training.  Special  procedures  are  evaluated  and  tracked  individually.  Residents  utilized  data  cards  and  an 
electronic  database  to  document  their  procedural  skills.  Seven  residents  who  graduated  in  June  1987,  did  1,143 
special  procedures.  The  most  commonly  performed  procedures  were  flexible  sigmoidoscopy,  exercise  tolerance 
test,  and  right  heart  catheterization.  More  specialized  procedures  were  myocardial  biopsy,  pericardiocentesis, 
gastroscopy,  and  bronchoscopy.  Our  internal  medicine  residents  do  few  bone  marrow  biopsies  because  pathology 
residents  do  this  procedure.  The  complication  rate  for  special  procedures  was  0.01  percent.  Sixty-five  percent  of 
the  procedures  were  supervised.  The  data  indicate  that,  with  the  exception  of  bone  marrow  biopsies,  we  are  meet- 
ing our  goal  to  teach  procedural  skills  to  our  residents. 


One  of  the  goals  of  the  internal  medicine  residency 
program  at  the  University  of  South  Dakota  is  to 
train  broad-based  general  internists  who  will  practice 
in  South  Dakota.  Since  the  state  is  predominantly  rural, 
general  internists  must  be  trained  in  both  "primary  and 
secondary  care".  A general  internist,  particularly  in  a 
rural  environment,  must  often  perform  medical  proce- 
dures that  are  the  purview  of  medical  subspecialists. 
To  meet  the  needs  of  rural  South  Dakota,  we  teach  our 
residents  how  to  do  many  "subspecialty"  procedures. 

Since  it  is  important  to  document  clinical  com- 
petence  for  procedural  skills,  ’ ’ we  instituted  a 
manual  method  to  do  this  in  1977.  In  1984,  the 
American  Board  of  Internal  Medicine  (ABIM)  in- 
stituted a policy  that  requires  residency  program 


Associate  Professor,  Department  of  Internal  Medicine, 
USD  School  of  Medicine;  Chief,  Medical  Service,  VA  Hospi- 
tal, Sioux  Falls,  SD. 

Assistant  Professor,  Department  of  Internal  Medicine, 
Section  of  General  Internal  Medicine,  USD  School  of 
Medicine.  Dr.  Horning  is  now  in  private  practice  in  Water- 
town,  SD. 


directors  to  certify  residents’  clinical  competence  for 
procedural  skills.  In  1985,  we  developed  a computer- 
assisted  method  to  document  clinical  competence  for 
procedural  skills.4  We  track  the  type,  number  com- 
plication rate,  and  technical  competence  of  our 
residents’  procedural  skills. 

We  report  here  the  type,  number,  complication  rate, 
and  number  of  observed  procedures  performed  by  the 
seven  residents  who  were  graduated  in  June  1987. 

METHODS 

For  purposes  of  our  program,  procedures  were 
divided  into  "basic"  and  "special  procedures"  (Table  I). 
Residents  are  required  to  learn  both  the  basic  and  spe- 
cial procedures.  They  are  encouraged  to  tailor  other 
special  procedural  skills  to  their  future  practice  needs. 
Basic  procedures  are  evaluated  by  supervisory  resi- 
dents and  by  faculty  during  day-to-day  interaction. 
These  skills  are  documented  "qualitatively"  but  not 
"quantitatively"  in  the  standard  evaluation  forms  com- 
pleted by  supervisory  residents  and  faculty  at  the  end 
of  each  rotation.  (Residents  are  required  to  be  cer- 
tified in  Advanced  Cardiac  Life  Support  prior  to 
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entering  our  program). 

Special  procedures  are  tracked  and  evaluated  on  an 
individual  basis.  A senior  resident  or  faculty  member 
supervises  each  procedure  before  a resident  may  do  the 
procedure  unsupervised.  Once  a resident  has  achieved 
a satisfactory  evaluation  on  a predetermined  number  of 
procedures,  s/he  may  perform  the  procedure  unsuper- 
vised. The  resident  is  also  required  to  complete  a data 
card  for  each  procedure  and  to  enter  the  data  into  a 
computer  database.  The  collated  data  for  the  graduat- 
ing class  of  1987  are  presented  to  this  report. 


RESULTS 

Seven  physicians  graduated  from  the  University  of 
South  Dakota  Internal  Medicine  Residency  Program  in 
June  1987.  These  seven  residents  performed  1,143  spe- 
cial procedures  (Table  II).  The  number  of  procedures 
per  resident  ranged  from  22  to  268.  Resident  B was  in 
the  program  for  only  11  months  and  did  74  procedures. 
Residents  C and  F were  in  the  program  24  months  and 
did  132  and  229  procedures  respectively.  All  other  resi- 
dents were  in  the  program  for  36  months,  but  Resident 
A submitted  incomplete  data.  Flexible  sigmoidoscopy, 


exercise  tolerance  test,  and  right  heart  catheterization 
were  the  most  commonly  performed  procedures. 
More  specialized  procedures  were  myocardial  biopsy 
(two  performed),  pericardiocentesis(  two  performed), 
gastroscopy  (17  performed),  and  bronchoscopy  (24 
performed).  Only  eleven  complications  were  reported 
for  a complication  rate  of  less  than  0.01  percent.  Seven 
hundred  and  forty-eight  (65  percent)  of  the  1,143  pro- 
cedures were  reported  as  observed.  Data  regarding 
individual  patients,  the  date  the  procedure  was  per- 
formed, and  whether  performed  satisfactorily  are 
available  for  individual  residents  and  for  the  entire 
program. 

DISCUSSION 

The  ABIM5  has  defined  the  basic  procedures  but  not 
the  special  procedures  that  internal  medicine  residents 
should  learn  during  training.  Wigton,1  Wigton  and 
Steinmann,2  and  Greganti  et  al6  have  attempted  to 
define  procedures  that  internal  medicine  residents 
should  learn.  However,  there  is  no  consensus  regard- 
ing which  procedural  skills  internal  medicine  residents 
should  master. 


TABLE  I 

Required  Procedures 


BASIC  PROCEDURES 

Cardiopulmonary  resuscitation 

Defibrillation 

Venipuncture 

Arterial  stick 

Pelvic  exam 

Pap  smear 

Collection  of  vaginal  secretions 


SPECIAL  PROCEDURES 

Flexible  Sigmoidoscopy  (30) 
Exercise  Tolerance  Test  (3) 
Right  Heart  Catheterization  (5) 
Lumbar  Puncture  (3) 

Central  Line  Placement  (3) 
Paracentesis  (3) 

Bone  Marrow  Biopsy  (3) 

Other  special  Procedures 


The  number  in  parenthesis  is  the  minimum  number  of  times  residents  must  do  the  procedure  satisfactorily  before  they 
can  do  the  procedure  unsupervised. 


Procedures 

RESIDENT 

A 

B 

Flexible  Sigmoidoscopy 

0 

0 

Exercise  Tolerance  Test 

15 

21 

Right  Heart  Catheterization 

2 

16 

Lumbar  Puncture 

1 

15 

Central  Line 

1 

1 

Paracentesis 

1 

1 

Bone  Marrow  Biopsy 

0 

0 

Other 

2 

20 

Total 

22 

74 

TABLE  II 


by  individual  Residents 


C 

D 

E 

F 

G 

Total 

34 

61 

51 

67 

68 

281 

41 

41 

54 

55 

41 

268 

7 

19 

25 

27 

28 

124 

8 

3 

14 

13 

9 

63 

5 

8 

5 

6 

12 

38 

6 

2 

5 

4 

9 

28 

5 

1 

3 

3 

0 

12 

27 

56 

65 

58 

101 

329 

133 

191 

222 

233 

268 

1143 
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The  American  College  of  Physicians  ’ is  developing 
clinical  competence  guidelines  for  special  procedures. 
These  undoubtedly  will  be  used  extensively  by  program 
directors  and  hospital  credentialing  committees. 

Several  authors9,10,11  have  developed  computer- 
assisted  methods  to  track  residents’  procedural  skills. 
Prior  to  our  initial  report,4  there  was  no  published  data 
describing  the  types  and  number  of  procedures  done  by 
individual  residents. 

An  electronic  database  has  given  us  the  ability  to  col- 
late and  review  data  for  individual  residents  or  for  the 
entire  program.  Only  three  of  our  seven  residents  did 
all  of  the  required  special  procedures,  but  five  of  seven 
residents  did  most  of  the  required  procedures  (Tables 
I and  II).  Of  the  two  residents  who  did  the  fewest  pro- 
cedures, one  submitted  incomplete  data,  the  other 
entered  the  program  during  his  third  year  of  training. 
The  low  number  of  bone  marrow  biopsies  (12  per- 
formed) resulted  from  competition  with  pathology 
residents  to  do  this  procedure.  Central  line  placement 
was  relatively  low  (38  performed),  but  this  procedure 
is  similar  to  right  heart  catheterization  which  was  the 
third  most  frequently  performed  procedure. 

The  low  complication  rate  likely  represents  inade- 
quate reporting  or  inadequate  recognition  of 
complications.  Peer  chart  review  might  be  helpful  in 
identifying  complications,  but  would  probably  not  be 
cost  or  time  effective  if  the  complication  rate  is  below 
one  percent. 

The  number  of  observed  procedures  indicates  that 
our  residents  are  adequately  supervised  as  a group,  but 
does  not  assure  that  individual  residents  are  competent 
to  perform  particular  procedures.  Data  for  each  pro- 
cedure is  available  and  is  reviewed  by  the  program 
director  prior  to  certifying  that  a resident  is  competent 
to  perform  a specific  procedure. 

SUMMARY 

We  have  established  basic  and  special  procedures 
that  our  residents  must  learn  during  training.  We  have 
developed  a manual  and  a computer-assisted  method 
to  document  the  type,  number,  complication  rate,  num- 
ber of  observed  procedures,  and  clinical  competence 
of  our  residents’  procedural  skills.  The  data  indicate 
that,  with  the  exception  of  bone  marrow  biopsies,  we 
are  meeting  our  goal  in  teaching  procedural  skills  to  our 
residents. 
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Members  of  SDSMA 
received  a dividend  of 
31.79%  in  1987. 

At  Dodson,  we  want  you  to  earn 
the  highest  return  of  premium 
possible  each  year  on  your  workers' 
compensation  insurance. 
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Family  Practice  Available 

Excellent  family  practice  opportunity 
available  in  the  northwest  Iowa 
community  of  Laurens,  near  the  Iowa 
Great  Lakes.  Established  rural  medical 
practice  located  within  30  minutes  of  two 
medical  communities  providing 
hospitals  and  specialists.  No  financial 
investment  needed.  Income  guarantee 
plus  other  financial  incentives  available. 
For  more  information  contact: 

Dwight  Vangenderen 
204  Walnut 
Laurens,  IA  50546 
(712)  845-4440 
or 

Janies  Striepe,  Administrator 
Spencer  Municipal  Hospital 
114  East  12th  Street 
Spencer,  IA  51301 
(712)  264-6111 


Family  Physician 

Established  4-man  family  physician 
group  seeking  a board  certified  or  board 
eligible  family  physician  to  replace 
retired  physician.  Thriving  community 
has  up-to-date  hospital  with  excellent 
specialty  backup  through  networking. 
Guaranteed  salary/benefits.  Clinic 
owned  and  managed  by  the  Presentation 
Health  System.  New  clinic  to  be  attached 
to  hospital  by  fall  1989.  New  branch 
clinic  in  Doland.  Contact: 

Joel  B.  Huber,  MD. 

Medical  Director 
Family  Physicians  and  Surgeons 
Redfield,  SD  57469 
(605)  472-0510 


Nevada 

Family  Practice,  Internal  Medicine, 
Pediatrics,  Ob/GYN,  Radiology: 
Immediate  openings  in  several  rural 
communities;  guaranteed  salary,  full 
benefits  including  paid  malpractice, 
and  possible  university  affiliation.  No 
fee  to  applicant.  Contact: 

Sherry  Semiatin 
Office  of  Rural  Health 
Reno,  Nevada  89557-0046 
(702)  784-4841 


Family  Physician 
Needed 

Two  over-worked  family  practice 
physicians  have  an  immediate  need  for 
one  residency  trained,  board  certified 
family  practicioner.  This  two-man  family 
practice  group  is  located  in  Pierre  in  a 
new  medical  building.  There  is  great 
water  recreation  and  hunting  in  the 
immediate  area.  Those  interested  are 
asked  to  please  contact: 

T.  J.  Huber,  MD 
Dakota  Plains  Clinic 
640  East  Sioux 
Pierre,  SD  57501 
(605)  224-22010 
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TheAMA 

Hospital  Medical  Staff  Section 
Twelfth  Assembly 

DECEMBER  1-5,  1988 
LOEWS  ANATOLE  HOTEL 
DALLAS,  TEXAS 


Meeting  includes  educational 
forum  covering  incorporation  of 
the  medical  staff  and  the  role  of  the 
hospital  medical  director. 

For  Information  Contact: 

Department  of  Hospital  Medical 
Staff  Services 

American  Medical  Association 
535  North  Dearborn  Street 
Chicago,  Illinois  60610 
Phone  (312)  645-4754  or  645-4761 


NOVEMBER  1988 


Future  Meetings 


December 

Annual  Cardiopulmonary  Medicine  Update:  A Comprehensive 
Review  of  Principles  & Practice,  St.  Paul-Ramsey  Med.  Ctr., 
St.  Paul,  MN,  Dec.  1-3.  18  hrs.  AMA  Category  I credit. 
Contact:  Bonnie  Young,  Prog.  Coord.,  St.  Paul-Ramsey  Med. 
Ctr.,  640  Jackson  St.,  St.  Paul,  MN  55101.  Phone:  (612) 
221-3992. 

Advances  and  Controversies  in  the  Treatment  of  Health 

Professionals,  Williamsburg  Hilton,  Williamsburg,  VA,  Dec. 
2-3.  Fee:  $100.  9 25  hrs.  AMA  Category  I credit.  Contact: 
Jeanne  Douglas,  Dir.,  Phys.  Health  & Effectiveness  Prog. 
Med.  Society  of  Virginia,  4205  Dover  Rd.,  Richmond,  VA 
23221.  Phone:  (804)  353-2721. 

American  Academy  of  Pain  Medicine’s  Fifth  Annual  Meeting 

Emerald  Hotel,  Anaheim,  CA,  Dec.  9-10.  Contact:  AAPM, 
43  E.  Ohio,  Ste.  914,  Chicago,  IL  60611.  Phone:  (312) 
645-0083. 


Pediatric  Update , Williamsburg  Hilton,  Williamsburg,  VA, 
Dec.  16-18.  Fee:  $365.  16  hrs.  AMA  Category  I credit. 
Contact:  CME  Registration,  Dept,  of  Educ.,  Am.  Acad,  of 
Pediatrics,  PO  Box  927,  Elk  Grove  Village,  IL  60009-0927. 
Phone:  (toll-free)  800-433-9016,  ext.  7657. 

January 

Current  Concepts  in  Pediatrics,  Marriott’s  Mark  Resort,  Vail, 
CO,  Jan.  12-15.  Fee:  $365.  16  hrs.  AMA  Category  I credit. 
Contact:  CME  Registration,  Dept,  of  Educ.,  Am.  Acad,  of 
Pediatrics,  PO  Box  927,  Elk  Grove  Village,  IL  60009-0927. 
Phone:  (toll-free)  800-433-9016,  ext.  7657. 

Orthopedic  Emergencies,  Kona  Surf  Resort,  Kona,  HI,  Jan. 
21-28.  Fee:  $395.  21  hrs.  AAFP  & AMA  Category  I credit. 
Contact:  Edith  S.  Bookstein,  Conf.  Management  Assoc.,  PO 
Box  2586,  Lajolla,  CA  92038.  Phone:  (619)  454-3212. 

February 

Bum  Care  Update,  St.  Pau-Ramsey  Med.  Ctr.,  St.  Paul,  MN, 
Feb.  10.  7 hrs.  AMA  Category  I credit.  Contact:  Ruth 
McIntyre,  Dir.,  CME,  St.  Paul-Ramsey  Med.  Ctr.,  640 
Jackson  St.,  St.  Paul,  MN  55101.  Phone:  (612)  221-3992. 

Cardiopulmonary  Emergencies,  Snowbird  Resort,  Snowbird, 
UT,  Feb.  11-18.  Fee:  $395.  21  hrs.  AAFP  & AMA  Category 
I credit.  Contact:  Edith  S.  Bookstein,  Conf.  Management 
Assoc.,  PO  Box  2586,  Lajolla,  CA  92038.  Phone:  (619) 
454-3212. 


Current  Concepts  in  Pediatric  Medicine,  San  Diego  Marriott, 
San  Diego,  CA,  Feb.  10-12.  Fee:  $365.  18  hrs.  AMA  Category 
I credit.  Contact:  CME  Registration,  Dept,  of  Educ.,  Am 
Acad,  of  Pediatrics,  PO  Box  927,  Elk  Grove  Village,  IL 
60009-0927.  Phone:  (toll-free)  800-433-9016,  ext.  7657. 

The  Seventh  Annual  International  Symposium  on  Man  and  His 
Environment  in  Health  & Disease,  Sheraton  Park  Central 
Hotel,  Dallas,  TX,  Feb.  23-26.  CME  credit  avail.  Contact: 
Kim  Rice,  8345  Walnut  Hill  Lane,  Ste.  205,  Dallas,  TX  75231. 
Phone:  (214)  361-9515. 


USD  SCHOOL  OF  MEDICINE  INTERDISCIPLINARY 
CONFERENCES  are  held  on  the  3rd  Saturday  of  each 
month,  from  10:00  am  - 12:00  noon.  These  conferences 
originate  at  the  School  of  Medicine  in  Sioux  Falls  and  are 
videotaped  to  each  School  of  Medicine  location  in  the  state. 
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In  moderate  depression  and  anxiety 

74%  of  patients  experienced  improved  sleep 
after  the  first  h.s.  dose 1 

First-week  improvement  in  somatic  symptoms1 

50%  greater  improvement  with  Limbitrol  in 
the  first  week  than  with  amitriptyline  alone2 

Protect  Your  Prescribing  Decision: 
Specify  “Do  not  substitute.” 

Umbitrol 

Each  tablet  contains  5 mg  chlordiazepoxide  and  /jty 
12.5  mg  amitriptyline  (as  the  hydrochloride  salt)  V2L- 


Each  tablet  contains  10  mg  chlordiazepoxide  and  erj 
25  mg  amitriptyline  (as  the  hydrochloride  salt)  VJL- 


References:  1.  Data  on  file.  Hoffmann-La  Roche  Inc.,  Nutley,  N).  2.  Feighner  VP, 
et  al:  Psychopharmacology  61 : 217-225,  Mar22, 1979. 


Limbitrol®® 

Tranquilizer— Antidepressant 

Before  prescribing,  please  consult  complete  product  information,  a summary  of  which 
follows: 

Contraindications:  Known  hypersensitivity  to  benzodiazepines  or  tricyclic  antidepressants; 
concomitant  use  with  MAOls  or  within  14  days  of  monoamine  oxidase  inhibitors  (then  initiate 
cautiously,  gradually  increasing  dosage  until  optimal  response  is  achieved) ; during  acute  recovery 
phase  following  myocardial  infarction. 

Warnings:  Use  with  caution  in  patients  with  history  of  urinary  retention  or  angle-closure  glau- 
coma. Severe  constipation  may  occur  when  used  with  anticholinergics.  Closely  supervise  cardio- 
vascular patients.  Arrhythmias,  sinus  tachycardia,  prolongation  of  conduction  time,  myocardial 
infarction  and  stroke  reported  with  tricyclic  antidepressants,  especially  in  high  doses.  Caution 
patients  about  possible  combined  effects  with  alcohol  and  other  CNS  depressants  and  against 
hazardous  occupations  requiring  complete  mental  alertness  ( e.g operating  machinery,  driving) . 
Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  the  first  trimester 
should  almost  always  be  avoided  because  of  increased  risk  of  congenital  mal- 
formations. Consider  possibility  of  pregnancy  when  instituting  therapy. 

Withdrawal  symptoms  of  the  barbiturate  type  have  occurred  after  discontinuation  of  benzodiaze- 
pines (see  Drug  Abuse  and  Dependence) . 

Precautions:  Use  cautiously  in  patients  with  a history  of  seizures,  in  hyperthyroid  patients, 
those  on  thyroid  medication,  patients  with  impaired  renal  or  hepatic  function.  Because  of  suicidal 
ideation  in  depressed  patients,  do  not  permit  easy  access  to  large  quantities  of  drug.  Periodic  liver 
function  tests  and  blood  counts  recommended  during  prolonged  treatment.  Amitriptyline  may 
block  action  of  guanethidine  or  similar  antihypertensives.  When  tricyclic  antidepressants  are 
used  concomitantly  with  cimetidine  flfigamet) , clinically  significant  effects  have  been  reported 
involving  delayed  elimination  and  increasing  steady  - state  concentrations  of  the  tricyclic  drugs. 
Use  of  Limbitrol  with  other  psychotropic  drugs  has  not  been  evaluated;  sedative  effects  may  be 
additive.  Discontinue  several  days  before  surgery.  Limit  concomitant  administration  of  ECT  to 
essential  treatment.  See  Warnings  for  precautions  about  pregnancy.  Should  not  be  taken  during 
the  nursing  period  or  by  children  under  12.  In  elderly  and  debilitated,  limit  to  smallest  effective 
dosage  to  preclude  ataxia,  oversedation,  confusion  or  anticholinergic  effects.  Inform  patients  to 
consult  physician  before  increasing  dose  or  abruptly  discontinuing  this  drug. 


Adverse  Reactions:  Most  frequent:  drowsiness,  dry  mouth,  constipation,  blurred  vision,  dizzi- 
ness, bloating.  Less  frequent;  vivid  dreams,  impotence,  tremor  contusion,  nasal  congestion. 
Rare:  granulocytopenia,  jaundice,  hepatic  dysfunction.  Others:  many  symptoms  associated  with 
depression  including  anorexia,  fatigue,  weakness,  resdessness,  lethargy. 

Adverse  reactions  not  reported  with  Limbitrol  but  reported  with  one  or  both  components  or 
closely  related  drugs:  Cardiovascular:  Hypotension,  hypertension,  tachycardia,  palpitations, 
myocardial  infarction,  arrhythmias,  heart  block,  stroke.  Psychiatric:  Euphoria,  apprehension, 
poor  concentration,  delusions,  hallucinations,  hypomania,  increased  or  decreased  libido.  Neuro- 
logic: Incoordination,  ataxia,  numbness,  tingling  and  paresthesias  of  the  extremities,  extra- 
pyramidal  symptoms,  syncope,  changes  in  EEG  patterns.  Anticholinergic:  Disturbance  of 
accommodation,  paralytic  ileus,  urinary  retention,  dilatation  of  urinary  tract.  Allergic:  Skin  rash, 
urticaria,  photosensitization,  edema  of  face  and  tongue,  pruritus.  Hematologic:  Bone  marrow 
depression  including  agranulocytosis,  eosinophilia,  purpura,  thrombocytopenia.  Gastrointesti 
nal:  Nausea,  epigastric  distress,  vomiting,  anorexia,  stomatitis,  peculiar  taste,  diarrhea,  black 
tongue.  Endocrine:  Ttesticular  swelling,  gynecomastia  in  the  male,  breast  enlargement,  galactor- 
rhea and  minor  menstrual  irregularities  in  the  female,  elevation  and  lowering  of  blood  sugar 
levels,  and  syndrome  of  inappropriate  ADH  (antidiuretic  hormone)  secretion.  Other:  Headache, 
weight  gain  or  loss,  increased  perspiration,  urinary  frequency,  mydriasis,  jaundice,  alopecia, 
parotid  swelling. 

Drug  Abuse  and  Dependence:  Withdrawal  symptoms  similar  to  those  noted  with  barbiturates 
and  alcohol  have  occurred  following  abrupt  discontinuance  of  chlordiazepoxide;  more  severe 
seen  after  excessive  doses  over  extended  periods;  milder  after  taking  continuously  at  therapeutic 
levels  for  several  months.  Withdrawal  symptoms  also  reported  with  abrupt  amitriptyline  discon- 
tinuation. Therefore,  after  extended  therapy,  avoid  abrupt  discontinuation  and  taper  dosage. 
Carefully  supervise  addiction-prone  individuals  because  of  predisposition  to  habituation  and 
dependence. 

Overdosage:  Immediately  hospitalize  patient.  Treat  symptomatically  and  supportively 
I.V.  administration  of  1 to  3 mg  physostigmine  salicylate  may  reverse  symptoms  of  amitriptyline 
poisoning.  See  complete  product  information  for  manifestation  and  treatment. 

How  Supplied:  Double  strength  (DS)  Tablets,  white,  film-coated,  each  containing  10  mg 
chlordiazepoxide  and  25  mg  amitriptyline  (as  the  hydrochloride  salt) , and  Tablets,  blue,  film- 
coated,  each  containing  5 mg  chlordiazepoxide  and  12.5  mg  amitriptyline  (as  the  hydrochloride 
salt)— bottles  of  100  and  500;  Ttl-E-Dose®  packages  of  100;  Prescription  Paks  of  50. 

ROCHE  PRODUCTS  INC. 
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In  the  depressed  and  anxious  patient 

See  Improvement  In  The  First  Week 

And  The  Weeks  That  Follow 

74%  of  patients  experienced  improved  sleep 
after  the  first  h.  s.  dose1 

First-week  reduction  in  somatic  symptoms 
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Caution  patients  about  the  combined  effects  of 
Limbitrol  with  alcohol  or  other  CNS  depres- 
sants and  about  activities  requiring  complete 
mental  alertness,  such  as  operating  machinery 
or  driving  a car.  In  general,  limit  dosage  to  the 
lowest  effective  amount  in  elderly  patients. 


Percentage  of  Reduction  in  Individual  Somatic  Syn  q 
During  First  Week  of  Limbitrol  Therapy* 
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Limbitrol 

Each  tablet  contains  5 mg  chlordiazepoxide  and  /jTD 
12.5  mg  amitriptyline  (as  the  hydrochloride  salt)  VjC 

Limbitrol  DS 

Each  tablet  contains  10  mg  chlordiazepoxide  and  (Tj 
25  mg  amitriptyline  (as  the  hydrochloride  salt)  V2C 


VOMITING  NAUSEA  HEADACHE  ANOREXIA  CONSTIPATION 
♦Patients  often  presented  with  more  than  one  somatic  symptom. 


Copyright  © 1988  by  Roche  Products  Inc.  All  rights  reserved. 
Please  see  summary  of  product  information  inside  back  cover. 


USD  School  of  Medicine 

Gonadotropin-Induced  Fertility  in  a Man  with  Congenital 
Hypogonadism  after  Prolonged  Prior  Testosterone 
Therapy 

A Medical  Director  Speaks  on  Physician  Remuneration 
for  Nursing  Home  Services 


Published  Monthly  by  the  S.D.  State  Medical  Assn 


Volume  41  December  1988  Number  12 


Introducing  a new'how  to'pubiicafion  for  treating 

senior  patients. 


Senior  Patient  provides  practical  information  designed  to  help  you  manage 
the  care  of  your  senior  patients. 

Its  fresh  approach  in  medical  journalism  presents  short,  easy-to-read,  original 
articles  on  a broad  range  of  subjects  including  emotions  and  coping,  family 
relationships,  death  and  dying,  sleep  disorders,  community  services,  relations 
with  institutions,  and  financial  problems  and  their  relation  to  health. 

Each  issue  also  offers  "Pearls"  from  the  personal  experiences  of  other 
physicians,  "Quick  Currents"  about  what  is  happening  in  legislation  relating  to 
senior  care,  and  an  "Open  Forum"  in  which  readers  can  react  and  interact. 

It's  a concise,  informative,  "how  to"  approach  in  caring. 


Senior  Patient  • 4530  W.  77th  St.  - Minneapolis,  MN  55435  • (612)  835-3222 


ARMY  RESERVE 


MEDICAL  PROFILE  NO. 7 


ALLAN  J.  HAMILTON,  M.D. 

Neurosurgical  Resident  and  Research  Fellow, 

Massachusetts  General  Hospital,  Boston,  Massachusetts. 
Captain,  U.S.  Army  Reserve. 

EDUCATION  Ithaca  College,  B.A.  (Magna  Cum  Laude); 
Hamilton  College  (Pre-med);  Harvard  Medical  School. 

RESIDENCY  General  Surgical  Internship.  Neurosurgical 
Residency,  Massachusetts  General  Hospital. 

CONTINUING  EDUCATION  Neurology  and  Neuro- 
surgery Research  Fellowship  Training,  National  Institutes 
of  Health. 

OUTSTANDING  ACHIEVEMENTS  Olsen  Memorial 

Fellowship,  National  Masonic  Medical  Research  Foundation; 
Albert  Schweitzer  Fellowship,  International  Albert  Schweitzer 
Foundation;  Harvard  Medical  School  Cabot  Prize  for  Best 
Senior  Thesis;  recently  published  article,  “Who  Shall  Live 
and  Who  Shall  Die”  in  Newsweek  Magazine. 

^iThe  work  1 m doing  in  the  Army  Reserve  fits 
perfectly  with  my  academic  research  interests  in  civilian 
life.  The  Army  is  very  concerned  with  the  effects  of 
high -altitude  cerebral  edema,  which  is  a mirror  model 
of  cerebral  hypoxia,  something  I deal  with  every  day 
in  our  neurosurgical  intensive  care  unit.  I couldn’t  ask 
for  a smoother  transition.  And  that’s  true  for  a lot  of 
Reserve  physicians.  All  we  really  do  is  change  our  clothes, 
not  our  mindset. 

“Some  of  the  projects  the  Army  is  undertaking 
are  on  the  cutting  edge  of  research.  For  example,  I'm 
currently  involved  in  developing  for  the  Army  a proto- 
type of  a non -invasive  intracranial  pressure -monitoring 
device  that  we  hope  will  allow  us  to  measure  pressure 
changes  as  the  brain  swells— without  drilling  holes 
in  the  skull.  If  we  can  get  our  design  to  work,  such  a 
device  could  revolutionize  high -altitude  medicine  as  well 
as  civilian  neurosurgical  care. 

"The  quality  of  medicine  and  die  caliber  of  people 
I’ve  been  associated  with  in  the  Army  Reserve  are, 
without  question,  equal  to  civilian  hospitals.  In  fact,  I m 
giving  serious  consideration  to  applying  for  an  active 
duty  academic  position  in  Army  Medicine  when  my 
residency  ends  at  Massachusetts  General,  ft 

Find  out  more  about  the  medical  opportunities 
in  the  Army  Reserve.  Call  toll  free  1-800-USA- ARMf . 


Soldier  being  examined  for  effects  of  high-altitude  cerebral  edema. 


ARMY  RESERVE  MEDICINE. 
BE  ALLYOU  CAN  BE. 


THE  LOWER  RESPIRATORY  TRACT- 

More  vulnerable  to  infection  in  smokers  and  older  adults 


For  respiratory  tract  infections  due  to  susceptible  strains  of  indicated  organisms. 


Summary. 

Consult  the  package  literature  for  prescribing 
information. 

Indication:  Lower  respiratory  infections,  including  pneumonia, 
caused  by  Streptococcus  pneumoniae.  Haemophilus  mfluemae.  and 
Streptococcus  pyogenes  (group  A (J-hemolytic  streptococci). 
Contraindication:  Known  allergy  to  cephalosporins 
Warnings:  CECLOR  SHOULD  BE  ADMINISTERED  CAUTIOUSLY  TO  PENICILLIN- 
SENSITIVE  PATIENTS  PENICILLINS  ANO  CEPHALOSPORINS  SHOW  PARTIAL  CROSS- 
ALLERGENICITY  POSSIBLE  REACTIONS  INCLUDE  ANAPHYLAXIS 
Administer  cautiously  to  allergic  patients 
Pseudomembranous  colitis  has  been  reported  with  virtually  all 
broad-spectrum  antibiotics.  It  must  be  considered  in  differential 
diagnosis  of  antibiotic-associated  diarrhea.  Colon  flora  is  altered  by 
broad-spectrum  antibiotic  treatment,  possibly  resulting  in  antibiotic- 
associated  colitis. 

Precautions: 

• Discontinue  Ceclor  in  the  event  of  allergic  reactions  to  it 
® Prolonged  use  may  result  in  overgrowth  of  nonsusceptible 
organisms. 

• Positive  direct  Coombs'  tests  have  been  reported  during  treatment 
with  cephalosporins. 

• Ceclor  should  be  administered  with  caution  in  the  presence  of 
markedly  impaired  renal  function  Although  dosage  adjustments  in 


moderate  to  severe  renal  impairment  are  usually  not  required,  careful 
clinical  observation  and  laboratory  studies  should  be  made 

• Broad-spectrum  antibiotics  should  be  prescribed  with  caution  in 
individuals  with  a history  of  gastrointestinal  disease,  particularly 
colitis. 

• Safety  and  effectiveness  have  not  been  determined  in  pregnancy, 
lactation,  and  infants  less  than  one  month  old  Ceclor  penetrates 
mother's  milk.  Exercise  caution  in  prescribing  for  these  patients. 
Adverse  Reactions:  Ipercentage  of  patients) 

Therapy-related  adverse  reactions  are  uncommon.  Those  reported 
include 

• Gastrointestinal  (mostly  diarrhea):  2.5%. 

• Symptoms  of  pseudomembranous  colitis  may  appear  either  during 
or  after  antibiotic  treatment 

• Hypersensitivity  reactions  (including  morbilliform  eruptions, 
pruritus,  urticaria,  and  serum-sickness-like  reactions  that  have 
included  erythema  multiforme  (rarely,  Stevens- Johnson  syndrome] 
and  toxic  epidermal  necrolysis  or  the  above  skin  manifestations 
accompanied  by  arthritis/arthralgia,  and  frequently,  fever):  15%: 
usually  subside  within  a few  days  after  cessation  of  therapy  Serum- 
sickness-like  reactions  have  been  reported  more  frequently  in  children 
than  in  adults  and  have  usually  occurred  during  or  following  a second 
course  of  therapy  with  Ceclor  No  serious  sequelae  have  been 
reported  Antihistamines  and  corticosteroids  appear  to  enhance 
resolution  of  the  syndrome. 


• Cases  of  anaphylaxis  have  been  reported,  half  of  which  have 
occurred  in  patients  with  a history  of  penicillin  allergy 

• As  with  some  penicillins  and  some  other  cephalosporins,  transient 
hepatitis  and  cholestatic  jaundice  have  been  reported  rarely. 

• Rarely,  reversible  hyperactivity,  nervousness,  insomnia,  confusion, 
hypertonia,  dizziness,  and  somnolence  have  been  reported. 

• Other:  eosinophilia,  2%:  genital  pruritus  or  vaginitis,  less  than  1%, 
and,  rarely,  thrombocytopenia 

Abnormalities  in  laboratory  results  of  uncertain  etiology 

• Slight  elevations  in  hepatic  enzymes. 

• Transient  fluctuations  in  leukocyte  count  (especially  in  infants  and 
children) 

• Abnormal  urinalysis,  elevations  in  BUN  or  serum  creatinine. 

• Positive  direct  Coombs'  test 

• False-positive  tests  for  urinary  glucose  with  Benedict's  or  Fehling's 

solution  and  Clinitest®  tablets  but  not  with  Tes-Tape®  (glucose 
enzymatic  test  strip,  Lilly).  io6iosaLi 
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Gonadotropin-Induced  Fertility  in  a Man 
with  Congenital  Hypogonadism  after 
Prolonged  Prior  Testosterone  Therapy1 

A man  with  congenital  deficiencies  of  gonadotropins  had  increased  virilization  and  became  fertile 
after  treatment  with  gonadotropins  after  ten  years  of  previous  testosterone  therapy. 

Virginia  P.  Johnson,  MD2 
Thomas  Aceto,  Jr,  MD3 
J.  Michael  McMillin,  MD4 


ABSTRACT 

A 30-year-old  man  sought  consultation  for  infertility  after  treatment  with  intramuscular  testosterone  for  over 
10  years  because  of  developmental  hypogonadism.  Treatment  with  gonadotropins  led  to  a conception  after  37 
months  of  therapy  (23  months  of  combined  hCG  and  hMG).  Genotyping  reasonably  established  paternity.  In- 
creased virilization  and  phallic  growth  also  followed. 

A second  conception  in  the  47th  month  of  therapy  was  spontaneously  aborted  at  13  weeks.  A third  pregnancy  in 
the  71st  month  resulted  in  a normal  full  term  infant. 

The  additional  virilization  and  the  successful  conceptions  following  prolonged  testosterone  therapy  is  considered 


significant. 

INTRODUCTION 

A combination  of  human  chorionic  gonadotropin 
(hCG),  which  has  luteinizing  hormone  (LH)  ac- 
tivity, and  human  menopausal  gonadotropin  (hMG), 
which  has  both  LH  and  follicle  stimulating  hormone 
(FSH)  activity  has  been  used  to  stimulate  testosterone 
production  and  spermatogenesis  in  men  with 
gonadotropin  deficiency.1  There  are  scattered  reports 
of  conception  following  treatment  of  the  male  partner 
with  such  hCG/hMG  therapy. 


Trom:  Departments  of  Pediatrics/Adolescent  Medicine, 
Obstetrics/Gynecology  and  Internal  Medicine,  USD  School 
of  Medicine,  McKennan  Hospital  and  VA  Medical  Center, 
Sioux  Falls,  SD.  Supported  in  part  by  funding  from  the 
Veterans  Administration. 

2Professor,  Obstetrics  & Gynecology/Pediatrics,  USD, 
School  of  Medicine,  Vermillion,  SD. 

3Professor,  Pediatrics/Adolescent  Medicine,  St.  Louis 
University  School  of  Medicine. 

4Chairman  of  Medicine,  Michael  Reese  Health  Plan, 
Chicago,  IL. 


Testosterone  or  other  androgenic  steroids  are  com- 
monly used  to  treat  male  gonadotropin  deficiency. 
Androgen  therapy  restores  libido  and  secondary  sexual 
characteristics,  but  does  not  bring  about  sper- 
matogenesis. Moreover,  androgens  cause 
hyalinization  of  the  seminiferous  tubules,  causing  con- 
cern that  androgen  therapy  may  prevent  future 
induction  of  fertility  with  hCG/hMG.1  In  addition, 
many  hypogonadotropic  males  on  androgens  exhibit  in- 
complete physical  and  behavioral  virilization.2,3 

This  report  presents  a gonadotropin  deficient  man 
for  whom  hCG/hMG  therapy  resulted  in  successful 
conception,  confirmed  by  genotyping,  as  well  as  a fur- 
ther increase  in  virilization  even  after  a decade  of 
adequate  testosterone  therapy. 

CASE  SUMMARY 

A 30-year  old  white  male  was  seen  for  infertility  after 
five  years  of  marriage.  Apart  from  short  stature,  he  had 
a healthy  childhood.  At  age  15  years,  he  was  57  inches 
(144.8  cm)  tall;  and  at  22  years  he  was  63  1/2  inches 
(161.3  cm).  All  these  measurements  were  4 standard 
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Summary  of  human  chorionic  gonadotropin  (hCG)  and  human  menopausal  gonadotropin  (hMG)  dosage  and  serum  teS' 
tosterone  level  and  sperm  count  during  therapy. 


deviations  below  the  mean.  At  18  years  of  age,  treat- 
ment with  thyroid  hormone  was  started.  At  20,  he  was 
treated  for  a year  with  human  growth  hormone.  By  age 
21,  there  was  no  evidence  of  spontaneous  sexual 
maturation  and  he  was  started  on  an  injectable  tes- 
tosterone preparation.  This  was  followed  by  the 
development  of  secondary  sexual  characteristics.  He 
had  continued  this  regimen  for  10  years  except  for  a 5- 
month  hiatus  at  age  24.  He  married  at  26  years.  He 
reported  that  he  had  intercourse  3 times  a week. 

He  had  a striking  youthful  appearance.  His  weight 
was  110  pounds,  height  63  1/2  inches;  arm  span  was  65 
inches.  He  had  a light  beard,  absent  chest  hair,  scanty 
axillary  hair.  Penile  length  was  12  cm,  circumference  6.5 
cm.  The  right  testis  measured  2 x 1.5  cm  and  the  left  2 
x 1 cm  with  a firm  consistency. 

Radiologic  evaluation  indicated  normal  adult  bone 
age.  The  sella  turcica  volume  was  at  the  lower  limit  of 
normal.  Lymphocyte  chromosome  studies  showed  a 46 
XY  karyotype,  with  no  evidence  of  mosaicism  in  50  cells 
analyzed. 

Endocrine  evaluation  while  on  testosterone  therapy 
confirmed  growth  hormone  deficiency.  His  peak  serum 
growth  hormone  levels  following  arginine  and  insulin- 
induced  hypoglycemic  stimulation  were  < 1 ng/ml 
(normal:  > 10).  Serum  thyroxine  was  8.7  ug/dl  while  on 


thyroid  replacement.  Serum  prolactin  was  28  ng/ml 
(normal:  0-20).  Serum  cortisol  demonstrated  an  ade- 
quate response  to  hypoglycemic  stimulation,  31.2  ug/dl 
(normal:  >30).  Serum  testosterone  was  1590  ng/dl 
(normal:  300-1200)  and  sperm  count  was  zero.  Tes- 
tosterone therapy  was  discontinued  for  two  months  and 
his  testosterone  level  fell  to  under  10  ng/dl  while  LH 
and  FSH  remained  suppressed.  He  also  became  im- 
potent. 

Gonadotropin  therapy  was  begun.  Response  to  this 
therapy  is  summarized  in  Figure  1.  He  was  initially 
given  human  chorionic  gonadotropin,  4,000  units  IM 
three  times  per  week.  Serum  testosterone  gradually 
rose  to  1980  ng/dl  by  the  fourteenth  month  of  therapy, 
and  the  sperm  count  rose  to  80,000/ml.  Penile  length 
increased  to  14.5  cm,  penile  circumference  to  8 cm  and 
both  testes  to  4 x 3 m.  There  was  also  an  increase  in 
body  and  facial  hair,  development  of  a male  escutcheon 
and  increased  libido.  Human  menopausal 
gonadotropins  were  added  and  the  hCG  gradually 
decreased.  Sperm  counts  improved  to  around 
4,000,000/ml.  The  patient’s  wife  conceived  during  the 
37th  month  of  therapy  (23rd  month  of  combined  hMG 
and  hCG)  and  delivered  a healthy  male  infant  with  a 
birth  weight  of  7 lb.  4 oz.  Genotype  of  the  parents  and 
child  established  paternity.  The  wife  became  pregnant 
a second  time  during  the  47th  month  of  treatment.  This 


6 


SOUTH  DAKOTA 


resulted  in  a spontaneous  abortion  at  13  weeks.  Treat- 
ment with  hCG  1000 IU  and  hMG  50 IU  three  times  per 
week  was  continued.  Human  menopausal 
gonadotropin  was  discontinued  at  the  70th  month.  A 
third  pregnancy  occurred  in  the  71st  month  of  therapy 
and  resulted  in  a normal  full-term  infant. 

DISCUSSION 

This  young  man’s  condition  represents  congenital 
idiopathic  hypopituitarism,  with  documented  growth 
hormone  and  gonadotropin  deficiencies.  After  a 
decade  of  testosterone  therapy,  he  responded  to  treat- 
ment with  gonadotropins  by  further  increase  in 
virilization  and  by  fathering  normal  children. 

There  is  ample  evidence  that  treatment  with  com- 
bined hCG  and  hMG  is  effective  in  stimulating 
testosterone  production  and  spermatogenesis  in  men 
with  hypopituitarism.4  There  are  scattered  reports  of 
conception  occurring  in  spouses  of  such  deficient  males 
on  gonadotropin  therapy,1,4’8  but  we  know  of  no  other 
reports  in  which  there  was  an  attempt  to  establish  pater- 
nity. Genotyping  of  both  parents  and  child  using  red 
cell  blood  group  antigenic  determinants  and  enzymes 
reasonably  established  paternity.  The  probability  that 
the  patient  was  the  father  was  11:1  relative  to  any  other 
man. 

Testosterone  therapy  causes  hyalinization  of  the 
seminiferous  tubules.  There  has  been  concern  that  this 
may  be  irreversible  and  could  result  in  permanent 
sterility.  However,  Burger  et  al  reported  successful  in- 
duction of  spermatogenesis  and  coincidental 
pregnancies  for  three  males  treated  with  hCG  and  hMG 
after  2,  5,  and  14  years  of  testosterone  therapy1  They 
concluded  there  was  no  evidence  for  an  inimical  action 
of  testosterone  on  eventual  gonadal  function.  In  our 
patient,  documented  fertility  was  observed  after  a 
decade  of  testosterone  therapy.  However,  his  sperm 
counts  were  suboptimal  and  indicative  of  tubular  dys- 
function. Whether  this  is  the  result  of  an  acquired 
defect  due  to  lack  of  stimulation  at  some  critical  period, 
as  suggested  by  Betend  et  al,9  or  due  to  exogenous  tes- 
tosterone treatment  is  unknown.  It  is  clear  that  fertility 
may  result  even  after  extended  testosterone  treatment, 
thus  gonadotropin  therapy  should  be  attempted  when 
the  patient  desires  fertility. 

Incomplete  physical  and  behavioral  masculinization 
after  androgen  therapy  is  common  in  persons  with  con- 
genital or  childhood  onset  hypogonadotropic 
hypogonadism.  Laron  and  colleagues  demonstrated 
that  adolescents  and  adults  with  gonadotropin  deficien- 
cy may  have  small  penile  measurements  even  after 
androgen  therapy.3  Although  he  had  received  an  ade- 
quate androgen  dose  for  ten  years,10  our  patient  was 
incompletely  virilized  when  first  seen.  Treatment  with 
gonadotropins  resulted  in  phallic  growth  of  2.5  cm  in 
length  and  1.5  cm  in  circumference,  as  well  as  marked 
increase  in  trunkal  hair.  Thus,  gonadotropins  seemed 


to  accomplish  something  which  testosterone  did  not. 


ACKNOWLEDGEMENT 

The  authors  wish  to  thank  Dr.  Michael  Conneally,  Depart- 
ment of  Medical  Genetics,  Indiana  University  Medical 
School,  for  the  genotyping. 

REFERENCES 

1.  Burger  HG,  de  Kretser  DM,  Hudson  B,  Wilson  JD:  Ef- 
fects of  preceding  androgen  therapy  on  testicular  response 
to  human  pituitary  gonadotrophin  in  hypogonadotrophic 
hypogonadism:  A study  of  three  patients.  Fertil  Steril  1981; 
35:64. 

2.  Martin  M,  Wilkins  L:  Pituitary  dwarfism  - diagnosis  and 
treatment.  J Clin  Endocr  Metab  1958;  18:679. 

3.  Laron  Z,  Kaushanski  A,  Josefsberg  Z:  Penile  size  and 
growth  in  children  and  adolescents  with  isolated 
gonadotrophin  deficiency  (IGnD).  Clin  Endocr  1977;  6:265. 

4.  Paulsen  CA:  Effect  of  human  chorionic  gonadotrophin 
and  human  menopausal  gonadotrophin  therapy  on  tes- 
ticular function.  E Rosenberg  (ed)  Gonadotrophin  1968, 
Los  Altos,  CA,  Geron  - X Inc.,  1968;  491. 

5.  Granville  GE:  Successful  gonadotrophin  therapy  of  fer- 
tility in  a hypopituitary  man.  A/vh  Int  Med  1970;  125:1041. 

6.  Homonnai  ZT,  Peled  M,  Paz  GF:  Changes  in  semen 
quality  and  fertility  in  response  to  endocrine  treatment  of 
subfertile  men.  Gynecol  Obstet  Invest  1978;  9:244. 

7.  Schroffner  WG:  Restoration  of  male  fertility  five  years 
after  total  hypophysectomy.  Hawaii  Med  J 1978;  37:331. 

8.  Johnsen  SG:  Maintenance  of  spermatogenesis  induced 
by  HMG  treatment  in  hypogonadotrophic  men.  Acta  En- 
docr (Copenh)  1978;  89:763. 

9.  Betend  B,  Lebacq  E,  Jr,  David  L,  et  al:  Familial 

idiopathic  hypogonadotrophic  hypogonadism.  Acta  Endocr 
1977;  84:246. 

10.  Snyder  PJ,  Lawrence  DA:  Treatment  of  male 

hypogonadism  with  testosterone  enanthate.  J Clin  Endocr 
Metab  1980;  51:1335-1339. 


Season ’s 
Greetings !! 

Jerry  Maginn 
Wyeth -Ayerst 
Laboratories 


DECEMBER  1988 


7 


December  is 


ENDOWMENT  MONTH 

A Special  Time  to 
Support  the 

SOUTH  DAKOTA  MEDICAL  SCHOOL 
ENDOWMENT  ASSOCIATION 


Your  contribution*  provides  loans  to  stu- 
dents at  the  USDSM.  ALL  contributions  are 
designated  for  these  low  interest  loans  un- 
less you  request  otherwise. 


HELP  US  HELP  OTHERS  - BE  GENEROUS! 


Send  your  check  today  to: 

S.D.  Medical  School  Endowment  Assn. 
1323  S.  Minnesota  Ave. 

Sioux  Falls,  SD  57105 

* May  be  tax  deductible 
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Frank  D.  Messner,  MD,  President 
South  Dakota  State  Medical  Association 


Do  We  Need  A Medical  School? 

Since  the  beginning  of  our  four-year,  degree  grant- 
ing medical  school,  we  have  seen  many  changes  in 
South  Dakota  medicine.  The  conversion  of  the  two- 
year  medical  school  to  a four-year  medical  school  had 
the  strong  support  of  almost  the  entire  South  Dakota 
medical  community.  In  the  past  few  years,  I have  felt 
some  loss  of  support  for  the  Medical  School  from  the 
different  areas  within  the  state.  I would  hope,  when  we 
take  a close  look  at  what  the  Medical  School  does  for 
the  state  of  South  Dakota,  that  we  could  regain  en- 
thusiasm to  support  and  help  the  school  exist  and 
progress. 

Certainly  one  priority  for  the  Medical  School  was  to 
educate  primary  care  physicians.  Sometimes  there  is  a 
debate  on  which  type  of  physician  is  truly  a primary  care 
physician.  Family  practice  obviously  fills  this  category 
very  nicely.  Depending  on  the  community  and  type  of 
practices;  pediatrics,  internal  medicine, 
obstetrics/gynecology  and  general  surgery  include  vary- 
ing amounts  of  primary  care.  I believe  when  one  looks 
fairly  at  the  students  who  have  come  from  our  Medical 
School,  we  will  see  that  an  increased  amount  of  primary 
care  is  now  being  delivered  to  the  state  that  was  not 
present  in  the  past. 

The  Medical  School  has  also  helped  the  overall 
economic  outlook  of  the  state.  There  are  good  studies 
showing  millions  of  dollars  have  been  added  to  the 


South  Dakota  economy  due  to  the  increase  in 
physicians,  procedures  and  medicine  in  general  since 
the  four-year  school  was  begun.  This  is  many  times  the 
cost  of  the  school  to  the  taxpayer.  Some  of  this  would 
have  occurred  without  the  Medical  School,  but  I believe 
the  Medical  School  was  a very  strong  stimulus  for  much 
of  South  Dakota’s  rapid  progression  into  modern  and 
high  technology  medicine. 

We  have  had  256  four-year  graduates  from  the  Medi- 
cal School.  One  hundred  and  thirty  of  these  physicians 
are  now  practicing  in  South  Dakota,  with  thirty  more 
physicians  in  a South  Dakota  residency.  By  any  stand- 
ard this  is  an  impressive  return  of  our  medical  students. 
Consider  we  have  two  expensive  engineering  schools 
within  the  state  with  a return  rate  of  their  students  of 
between  2 and  5 percent. 

There  is  another  interesting  statistical  survey  that 
was  made  consisting  of  evaluating  counties  throughout 
the  country  with  less  than  10,000  population.  From 
1975  to  1985,  the  national  average  of  physicians  grew 
14.2  percent.  The  physician  ratio  increased  from 
46.4/1,000  to  53/1,000.  In  South  Dakota,  counties  less 
than  10,000,  showed  an  increase  of  39  percent.  This  is 
from  43.8/1,000  to  61/1,000.  Although  our  rural  areas 
lag  behind  larger  cities  in  absolute  numbers  of 
physicians,  we  are  definitely  in  better  shape  and  are 
growing  faster  than  the  national  average.  A large 
amount  of  this  must  be  attributed  to  the  four-year 
Medical  School. 

Two  other  important  factors  that  one  must  consider 
is  that  without  the  Medical  School  the  ability  of  South 
Dakota  students  to  attend  any  Medical  School  is 
severely  limited  as  only  a few  of  the  very  intelligent  and 
relatively  well  off  students  would  be  able  to  attend 
private  out-of-state  schools.  Also  the  chance  of  smaller 
communities  obtaining  physicians  would  be  extremely 
limited. 

We  are  now  in  another  legislative  session.  The 
Medical  School  needs  state-wide,  grass  roots  support 
for  adequate  funding.  I would  hope  physicians 
throughout  the  state  would  make  an  effort  to  discuss 
medical  education  with  their  legislative  friends  and 
continue  to  express  strong  and  positive  feelings  toward 
our  Medical  School. 

Please  take  15  or  20  minutes  in  the  next  month  to  give 
your  legislator  a call  or  send  a letter  in  support  of  the 
Medical  School  and  the  need  for  adequate  funding.  # 
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South  Dokoto 
Foundation  for 
medical  Core 


SDFMC  Negotiates  New  PRO  Contract 

SDFMC  received  official  notification  from  Health  Care  Financing 
Administration  (HCFA)  on  November  17,  that  they  would  like  to 
renew  our  contract.  As  usual,  HCFA  required  various  modifications 
to  the  SDFMC  PRO  technical  proposal  prior  to  Final  negotiation  in 
Baltimore,  which  is  currently  underway.  Final  negotiations  are 
necessary  to  reach  an  accord  on  the  final  cost  of  the  contract  and  the 
number  and  types  of  Medicare  claims  to  be  reviewed,  as  well  as  details 
of  the  PRO  contract  in  reviewing  CHAMPUS  claims  in  South  Dakota, 
a new  area  of  review. 

SDFMC  is  currently  operating  on  an  extension  of  the  current 
contract  with  the  new  contract  scheduled  to  commence  on  April  1, 
1989.  Prior  to  implementation,  SDFMC  will  send  information  to  all 
physicians  and  hospitals  relative  to  the  new  PRO  contract. 

SDFMC  looks  forward  to  continuing  as  the  Peer  Review 
Organization  for  South  Dakota. 
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SOUTH  DAKOTA 


Editorial 


Geographical  Differences  in 
Medicare  Payments 

Robert  E.  Van  Demark,  Sr,  MD,  Editor 

The  average  amount  Medicare  pays  internists  for  a 
brief  office  visit  (CPT-4  code  90050)  varies  from 
$27.59  in  Connecticut  to  $11.64  in  Nebraska.  The  lat- 
ter payment  does  not  meet  the  overhead  expense  for  the 
practicing  internist  in  the  Middle  West. 

The  American  Society  of  Internal  Medicine  would 
impose  a floor  on  Medicare  payments  for  primary  care 
which  would  not  exceed  a fixed  percentage  of  the  na- 
tional mean  payment  for  that  service.  They  believe  the 
current  differences  are  inequitable  and  should  be 
remedied  before  the  RBRVS  goes  into  effect. 

The  debate  over  urban-rural  equity  demands  the  at- 
tention of  every  South  Dakota  physician.  With 
physician  shortages  in  rural  areas,  the  new  payments 
should  encourage,  rather  than  discourage,  practice  in 


rural  areas.  This  is  likewise  true  in  the  area  of  surgery 
which,  under  the  proposed  RBRVS,  would  be  hit  har- 
der than  the  primary  care  specialities. 

Please  promptly  express  your  wishes  to  Bruce  Lush- 
bough,  MD  or  Durward  Lang,  MD,  our  delegate  and 
alternate  delegate  to  the  AMA.  The  RBRVS  will  be 
thoroughly  discussed  at  the  December  interim  meeting. 
Also  contact  our  congressional  delegation:  Senator 
Larry  Pressler,  United  States  Senator,  Room  407A, 
Russell  Building,  Washington,  DC  20510;  Senator  Tom 
Daschle,  United  States  Senator,  PO  Box  15155, 
Washington,  DC  20003;  and  Representative  Tim 
Johnson,  513  Cannon  Office  Building,  Washington,  DC 
20515. 

Never,  in  the  history  of  South  Dakota  medicine,  is 
your  input  more  needed.  Lets  make  medicine  be  heard 
with  100  percent  participation  of  every  South  Dakota 
physician.  # 


South  Dakota  Society  Of 
Pathologists 


Officers  for  1988-89 

Bradley  B.  Randall,  MD,  President 

Roy  G.  Burt,  MD,  Vice  President 

Jerry  L.  Simmons,  MD,  Secretary-Treasurer 


DECEMBER  1988 


11 


We  extend  our  best 
wishes  for  the 
Holiday  Season 


.... from  the  staff 

at  South  Dakota  Blue  Shield 


r® 


.w: 


Registered  Trademark  of  the  Blue  Cross  and  Blue  Shield  Association 


Letters  to  the  Editor 


The  Dodson  Dividend  Plan 


Members  of  SDSMA 
received  a dividend  of 
31.79%  in  1987. 

At  Dodson,  we  want  you  to  earn 
the  highest  return  of  premium 
possible  each  year  on  your  workers’ 
compensation  insurance. 

Let  our  Plan  work  for  you,  too! 

1-800-825-3760 

Ext.  2990 


underwritten.  Casualty  Reciprocal  Exchange 
member  Dodson  Group 


9201  State  Line  Rd.  • Kansas  City,  MO  64114 


THE  NEW  CHIMPRO'SOO. 
BLOOD  ANALYSIS,  SIMPLIFIED. 


fwoswMtMCMintUK 

The  ChemPro  500  gives  you  precise  and  accurate 
results  from  whole  blood  in  seconds. 

So  you  get  answers  when  you  need  them-while  your 
patient  is  in  the  office. 

Electrolyte  Profile  (K  + , Na  + , CL,  pH) 

Ion  Profile  (K  + , Na  + , Ca+  +,  pH) 

Potassium,  BUN/Glucose,  HgB/Hct 
Glucose/Potassium,  Glucose,  BUN 
To  Learn  more  about  the  ChemPro  500  system  or  to 
see  a demonstration  contact: 

KRE1SERS  INC. 

1 220  S.  Minnesota  Ave.  1723  Geneva  219  Omaha  St.  1 724  8th  Ave.  M. 
Sioux  tails.  SD  Sioux  City.  Iowa  Rapid  City.  SD  Billings.  MT 

605/336-1155  712/252-0505  605/342-2773  406/252-9309 


As  you  know,  at  our  most  recent  meeting,  the  Com- 
mission on  Internal  Affairs,  Communication  and 
Liaison,  for  the  South  Dakota  State  Medical  Associa- 
tion, had  a wonderful  discussion  about  South  Dakota 
physicians,  the  level  of  their  interest  in  the  Journal,  and 
the  burden  of  their  medical  practices  which  keeps  them 
from  contributing.  As  John  Jones,  of  Chamberlain, 
aptly  put  it,  "I  just  don’t  have  time  to  put  it  together.  But 
I have  had  great  cases  and  comments  that  I should  put 
in  the  Journal.  It’s  just  that  I don’t  have  time." 

We  discussed  the  possibility  of  encouraging  letters  to 
the  editor,  a quick  comment  or  suggestion,  or  practical 
pointer  section.  I think  it  is  a grand  idea  and  so  did  our 
Commission. 

So  the  Commission,  at  this  point,  makes  a call  to  the 
physicians  of  South  Dakota  to  send  in  letters!  Do  you 
have  a case,  idea,  or  suggestion  to  share?  WRITE  A 
LETTER  TO  THE  EDITOR! 

Richard  P.  Holm,  MD 
Chairman,  Commission  on  Internal 
Affairs,  Communication  and  Liaison 
Brookings,  SD 

The  Editor  warmly  appreciates  the  participation  of 
the  physicians  of  South  Dakota  in  the  above.  May  we 
hear  from  you? 

Robert  E.  VanDemark,  Sr,  MD 
Editor 
# 


Doctor  of  the  Day 

The  1989  South  Dakota  Legislature 
convenes  January  10.  As  in  past  years 
the  South  Dakota  State  Medical 
Association  will  sponsor  the  "Doctor  of 
the  Day"  throughout  the  session.  If  you 
are  interested  in  serving  as  "Doctor  of 
the  Day",  please  contact: 

Lorin  Pankratz 
SDSMA 

1323  S.  Minnesota  Avenue 
Sioux  Falls,  SD  57105 
336-1965 
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FAMILY  PRACTICE 

Internal  Medicine 

PHYSICIAN 

Multispecialty  Group  located  in  the 
highly  desirable  Black  Hills.  New 
modern  clinic  facility  located  adjacent 
to  accredited  acute  care  hospital. 
Attractive  compensation  package 
including  malpractice  insurance. 
Outstanding  opportunity  to  join  a high 
quality  progressive  group.  Applicant 
should  have  interest  in  obstetrics. 

Internal  Medicine  group,  consisting  of 
3 physicians,  with  a very  successful, 
established  practice  seek  a BC/BE 
energetic  internist.  This  upper  midwest 
community  of  15,000  has  2 hospitals  and 
a draw  of  150,000  that  offers  high  social 
and  educational  standards  as  well  as 
excellent  hunting  and  fishing.  First  year 
guarantee.  Strictly  confidential.  Send 
CV  to: 

Direct  inquiries: 
D.  Riddle 
Administrator 

Patricia  Makers,  MD 
2200  N.  Kimball 

Black  Hills  Medical  Center,  PC 

Mitchell,  SD  57301 

71  Charles  Street 
Deadwood,  SD  57732 

605-996-4406 

EMERGENCY  PHYSICIANS 

The  Physicians’  HELP 

(healing  each  laden  physician) 

South  Dakota:  Expanding  physician- 
owned  emergency  group  has  opening 
for  full-time  career-oriented  emergen- 

Program 

of  the 

South  Dakota  State  Medical  Association 

cy  physicians  in  South  Dakota.  Excel- 
lent benefits  including  malpractice,  dis- 
ability, health  insurance,  profit  shar- 
ing, etc.  Flexible  work  schedules,  ex- 

Designed  to  help  physicians  addicted  to 
alcohol  and/or  other  drugs  as  well  as 
those  with  emotional  and  psychiatric 
disorders. 

cellent  working  and  living  conditions. 

Contact:  Donald  Kougl,  M.D. 

(307)  632-1436 

or  send  CV  to:  EMP,  P.C. 

All  referrals  and  information  remains 
confidential. 

Call:  (605)336-1965 
or 

P.O.  Box  805 
Cheyenne,  WY 
82003-0805 

Write:  Physicians’  HELP  Program 
1323  S.  Minnesota  Ave. 

Sioux  Falls,  SD  57105 
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Auxiliary  News 


Jacquelyn  Gunnarson,  President,  South  Dakota  State 
Medical  Association  Auxiliary 

Medicine  and  the  Birth  of 
Christ....l,988  Years  Ago... 

The  story  of  the  birth  of  Jesus  gives  us  an  amazing 
contrast  between  the  sterile  maternity  units  of 
today’s  hospital  and  the  unsterile  conditions  of  a stable. 

When  Jesus  was  born  there  were  no  skilled 
physicians  to  monitor  His  human  entrance  on  this  earth. 
During  her  pregnancy  Mary  didn’t  have  the  benefit  of 
our  modern  techniques,  such  as  ultra  sound,  or  even 
regular  check-ups  at  a clinic  to  ensure  the  healthy 
development  of  her  unborn  child. 

Medical  practice  in  Biblical  times  was  crude. ..often 
mixed  with  superstition  and  sorcery.  The  medical  prin- 
ciples of  the  Israelites  were  enshrined  in  the  Laws  of 
Moses,  given  in  the  Pentateuch.  A major  hindrance  to 
the  growth  of  their  knowledge  of  medicine  was  the  Is- 
raelite attitude  toward  the  human  body.  If  a corpse 
were  touched,  it  was  thought  to  cause  a ritual  unclean- 
ness which  had  to  be  removed  by  religious  ceremonies. 
Such  thinking  gave  little  opportunity  to  learn  about  the 
body’s  functions  and  diseases  through  a post-mortem 
examination. 

The  Greek-Gentiles  were  left  to  explore  the  facts  of 
human  health  and  disease.  This  occurred  during  the 
time  of  our  well-known  "father  of  modern  medicine", 
Hippocrates,  which  was  approximately  400  years  before 
Christ. 

Could  this  be  why  God  used  a Greek  physician, 
named  Luke,  to  record  an  account  of  the  birth  of  Christ 
in  the  Book-Luke,  of  the  Bible?  Its  especially  interest- 
ing to  think  that  of  all  the  books  in  the  Bible,  Luke  is  the 
only  one  recorded  by  a Gentile.  The  other  writers  were 
Jews. 


I have  often  wondered  if  Luke  may  have  had  an  op- 
portunity to  visit  with  Mary,  in  person,  and  heard 
first-hand  the  wonders  of  this  birth  which  changed  the 
world.  Even  the  years  of  our  calendar  have  been  calcu- 
lated from  this  event. ..approximately  1,988  years  ago. 

Luke  is  called  "OUR  DEAR  FRIEND  THE  DOC- 
TOR" by  the  Apostle  Paul.  Twelve  books  of  the  New 
Testament  were  recorded  by  Paul  and  Dr.  Luke 
traveled  with  him  on  many  of  the  journeys,  like  his 
private  physician. 

In  Biblical  times,  childbirth,  while  a joyous  event,  was 
also  dangerous.  The  death  of  mothers,  as  they  gave 
birth,  was  not  as  exceptional  as  it  is  today.  A mid-wife 
usually  assisted  at  the  birth. ..although  there  is  no  in- 
dication that  Mary,  the  mother  of  Jesus,  had  this  help. 
As  soon  as  the  baby  was  born,  the  unbilical  cord  was 
cut,  the  infant  washed  and  then  rubbed  with  salt,  which 
was  a disinfectant.  After  that,  they  wrapped  bandage- 
cloths  around  the  babies,  because  they  believed  that  leg 
movements  of  a newborn,  would  harm  soft  bones.  Do 
you  think  that  this  could  be  the  reason  the  Bible  records 
that  "JESUS  WAS  WRAPPED  IN  SWADDLING 
CLOTHS"? 


By  the  New  Testament  times,  there  were  Greek 
medical  schools,  which  taught  the  elements  of  anatomy 
and  medical  care.  A fine  collection  of  surgical  instru- 
ments has  been  discovered  in  the  ruins  of  Pompeii, 
dating  back  to  the  first  century.  The  effects  of  Hip- 
pocrates were  being  felt. 


"THE  THREE  WISE  MEN  OFFERED  GIFTS  OF 
FRANKINCENSE  AND  MYRRH  TO  THE  NEW- 
BORN BABY  JESUS."  Both  of  these  substances  flow 
from  the  bark  of  a certain  shrub  when  it  is  split.  When 
these  fluids  harden,  they  can  be  ground  into  powder. 
This  was  used  to  make  remedies  to  stop  bleeding,  to 
clean  wounds,  cure  absesses  and  ulcers,  and  a variety 
of  internal  pains.  Early  medical  manuals  refer  to  the 
medicinal  value  of  frankincense  and  myrrh.  It  is  now 
known  that  myrrh  will  inhibit  the  growth  of  some  bac- 
teria...a  fact  which  was  observed. ..but  never  understood 
by  the  ancient  healers. 


Did  you  realize  that  medical  textbooks  can  confirm 
the  virgin  birth  of  Christ?  Howel’s  " Textbook  of 
Physiology ",  (p.885-886);  William’s  "Practice  of 
Obstetrics"  (p.75  & 82)  all  affirm  that  the  blood  which 
flows  in  an  unborn  baby’s  arteries  and  veins  is  not 
derived  from  the  mother.. .but  is  produced  within  the 
body  of  the  fetus.  It  is  only  at  the  time  of  fertiliza- 
tion...and  a fetus  begins  to  develop. ..that  blood  will 
appear.  Mary  nourished  the  body  of  Jesus,  but  in  being 
"CONCEIVED  BY  THE  HOLY  SPIRIT",  He 
received  that  Divine  Blood  which  enabled  Him  to  be- 
come the  one  time  pure  sacrifice  for  our  sins!  # 


y 
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Physicians  Needed 

Clear  Lake,  South  Dakota  is  looking 
for  a doctor  or  doctors  to  assume  an 
established  general  medical  practice 
immediately  with  the  possiblity  of 

satellite  clinics. 

Our  progressive  community  offers  a 
SALARY  GUARANTEE  and  other 
INCENTIVES. 

Our  need  is  URGENT. 

Please  contact: 

Administrator 

Deuel  County  Memorial  Hospital 
701  Third  Avenue,  South 
Clear  Lake,  South  Dakota  57226 
or  call:  (605)874-2141 
or  (605)  874-2142 


FAMILY  PRACTITIONER 

Immediate  opening  for  family 
practitioner  to  join  busy  13  doctor 
multi-specialty  group  in  clean 
North  Dakota  Lake  Country. 
Salary  and  fringe  benefits  very 
liberal. 

Send  curriculum  vitae  or  inquires 
to: 

Lake  Region  Clinic,  PC 

Attn:  Joel  Rotvold 

PO  Box  1100 

Devils  Lake,  ND  58301 

or  call  collect  at  701-662-2157 
for  further  information 


Family  Physician 
Needed 

Two  over-worked  family  practice 
physicians  have  an  immediate  need  for 
one  residency  trained,  board  certified 
family  practitioner.  This  two-man 
family  practice  group  is  located  in 
Pierre  in  a new  medical  building.  There 
is  great  water  recreation  and  hunting  in 
the  immediate  area.  Those  interested 
are  asked  to  please  contact: 

T.  J.  Huber,  MD 
Dakota  Plains  Clinic 
640  East  Sioux 
Pierre,  SD  57501 
(605)  224-2010 


Property  Available 
for 

Medical  Building 

Property  at  18th  and  Minnesota 
Avenue,  Sioux  Falls.  Will  build 
to  suit  tenant.  Equal  distance 
between  both  Sioux  Valley  and 
McKennan  hospitals.  For  more 
information,  contact: 

Charles  Carey 
2205  S.  Holly 
Sioux  Falls,  SD  57105 
(605)  332-3547 
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A Medical  Director  Speaks  on  Physician 
Remuneration  for  Nursing  Home  Services1 

Poor  remuneration  and  its  effect  on  quality  of  care  in  nursing  homes  is  discussed 

David  A.  Smith,  MD2 


ABSTRACT 

Reprinted  from  the  American  Health  Care  Association’s  monthly  publication,  Provider  Magazine,  this  article  dis- 
cusses quality  of  care  issues  in  nursing  homes  especially  as  they  are  related  to  disincentives  and  poor  remunera- 
tion to  physicians. 


As  a medical  director  involved  in  long  term  care,  I 
am  sometimes  placed  in  the  very  ambiguous  posi- 
tion of  advocating  the  medical  model  and  the 
appropriateness  of  physicians  as  managers  of  care  in 
nursing  homes  while  at  the  same  time,  being  critical  of 
the  quality  and  the  zeal  with  which  that  care  might  be 
delivered.  In  the  "real  world,"  it  is  seldom  that  attend- 
ing physicians  truly  function  as  leaders  of 
interdisciplinary  teams  caring  for  the  biological, 
psychological,  and  sociological  problems  of  institution- 
alized elders  and  developing  a comprehensive 
treatment  plan  to  meet  the  rehabilitative  or  paliative 
care  needs  of  nursing  home  patients.  Polypharmacy  is 
rampant  in  the  nation’s  nursing  homes.  Psychosocial 
problems  are  frequently  overlooked,  misdiagnosed,  or 
mistreated,  and  nursing  home  facilities  often  find  them- 
selves cited  for  failing  to  meet  the  "Conditions  of 
Participation"  in  regard  to  mandated  physician  visits  at 
30,  60,  or  90  day  intervals  (a  situation  over  which  they 
have  very  little  control).  Employing  a medical  director 
with  a clearly  developed  job  description  and  respon- 
sibilities for  the  quality  of  care  delivered  to  residents  by 
attending  physicians  working  within  the  home  may  sig- 
nificantly improve  these  problems. 


Permission  granted  by  American  Health  Care  Association. 
This  article  was  originally  published  in  the  Provider 
Magazine  under  the  title  "Policy  Perspective:  Effective 
Physician  Services  Deserve  Fair  Remuneration;  Volume  14, 
May  1988,  pages  18  & 21. 

Associate  Professor,  Family  Medicine/Psychiatry,  USD 
School  of  Medicine,  Yankton,  SD.  Medical  Director,  Gero- 
psychiatry  Unit,  South  Dakota  Human  Services  Center, 
Yankton,  SD. 


Physicians  are  strongly  motivated  by  the  opinions  of 
their  peers,  and  a physician  serving  as  medical  director 
can  exert  considerable  peer  pressure  to  modify  the  be- 
havior of  errant  or  disinterested  physicians.  In  some 
homes,  medical  staff  bylaws  have  been  developed  which 
provide  that  the  medical  director  will  visit  a resident  if 
that  elder’s  physician  has  not  visited  on  a timely  basis. 

However,  the  problems  of  physician  inattendance, 
disinterest,  or  deficient  knowledge  and  skills  in 
geriatric  medicine  will  not  be  solved  by  utilizing  a medi- 
cal director  alone.  Proper  remuneration  would  in 
various  ways  change  physician  behavior  in  regard  to 
geriatric  and  nursing  home  care  improving  its  quality 
and  availability. 

Nearly  one  million  Medicaid  patients  reside  in  the 
approximately  18,700  intermediate  and  skilled  care 
nursing  home  facilities  in  this  country.  In  the  June, 
1987,  issue  of  Provider  Magazine,  Dr.  Paul  Kerschner, 
Executive  Director  for  the  American  Medical  Direc- 
tors Association,  made  the  point  that  in  some  states 
Medicaid  reimbursement  to  community  nursing  homes 
ranges  from  $35-$45  per  day  while  private  pay  in- 
dividuals in  those  same  states  may  be  charged  a per 
diem  of  $75.  Medicaid  is  reimbursing  between  46-60 
percent  of  charges  to  the  facility.  This  is,  in  essence,  an 
ill  conceived  user  tax  which  serves  only  to  "spend  down" 
the  average  private  pay  patient  and  place  them  on 
public  assistance  all  the  sooner.  The  situation  creates 
an  economic  disadvantage  for  any  institution  which  is 
not  careful  to  control  its  mix  of  Medicaid  and  private 
pay  patients. 

Acuity  based  reimbursement  such  as  New  York’s 
Resource  Utilization  Group  scheme  could  be  more 
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equitable  for  long  term  care  facilities,  but  the  same 
groupings  would  not  necessarily  apply  for  physician  ser- 
vices. Oftentimes  the  very  heavy  care  patient  requiring 
much  in  the  way  of  staffing,  supplies  and  nutritionals 
will  need  rather  less  physician  effort  than  the  patient 
with  a higher  rehabilitation  potential,  especially  the 
patient  with  cognitive  losses  and/or  emotional 
problems. 

Physicians  have  little  control  over  their  mix  of 
Medicaid  and  private  pay  patients,  and  if  they  have 
cared  for  patients  in  continuity  are  understandably  un- 
likely to  stop  attending  patients  because  they  have 
become  Title  19  eligible. 


It’s  not  surprising  that  many  physicians 
have  attitudes  that  little  can  be  done  for  the 
nursing  home  patient;  that  nursing  home  care 
is  somehow  less  important  than  their  office  or 
hospital  practice. 


Nursing  home  rounds  usually  entail  travel,  and  some- 
times in  rural  areas,  this  may  be  a considerable  distance 
and  inconvenience  for  the  physician  and  his  other 
patients.  If  nursing  home  rounds  are  performed  during 
usual  working  hours,  office  overhead  continues  even 
though  the  physician  is  not  present  in  the  office,  and  so 
nursing  home  rounds  are  often  relegated  to  days  off, 
weekends,  or  after  hours.  At  these  times,  the 
physician’s  "mind  set"  may  not  be  optimal  and  nursing 
home  staffing  may  not  allow  for  the  best  interchange  of 
ideas  between  the  nurse  and  physician,  let  alone  allow 
for  a true  interdisciplinary  team  conference  including 
patient  and  interested  family  members. 

For  some  time,  however,  public  policy  and  sub- 
sequent trends  in  the  education  and  practice  of 
medicine  have  focused  on  acute  care,  specialization, 
and  technical  and  procedural  skills.  Remuneration 
favors  the  provision  of  acute  care  medicine  over  health 
care  maintenance.  Specialists  command  higher  fees 
than  generalists,  and  procedural  skills  are  remunerated 
far  higher  than  cognitive  skills.  I believe  physicians  as 
a group  have  heard  the  message  and  feel  that  it  is  more 
important  and  more  prestigious  to  do  coronary  artery 
bypass  than  to  rehabilitate  an  elderly  patient  with  func- 
tional losses  due  to  chronic  disease,  or  to  do  kidney 
transplantation  rather  than  provide  a lifetime  of  health 
care  maintenance  to  avoid  preventable  cause  of  renal 
failure. 

It’s  not  surprising  that  many  physicians  have  attitudes 
that  little  can  be  done  for  the  nursing  home  patient;  that 
nursing  home  care  is  somehow  less  important  than  their 
office  or  hospital  practice.  The  discrepancy  between 
physician  charges  and  Title  19  payment  is  even  greater 
for  physicians  than  for  nursing  home  facilities.  I charge 
$44  for  a comprehensive  nursing  home  visit  including 
the  travel  to  and  from  the  home,  review  and  change  of 


the  comprehensive  inpatient  treatment  plan  (that  is,  I 
oversee  the  activities  of  all  other  disciplines  working 
with  may  patients),  provide  health  care  maintenance, 
and  episodic  care  as  needed,  make  all  necessary 
documentation,  and  make  calls  to  family  when  ap- 
propriate. For  this,  I receive  $17.60  or  roughly  40 
percent  of  my  charges.  My  practice  overhead,  essen- 
tially equivalent  to  the  national  average  for  family 
physicians  and  generalists  is  50  percent. 

Nationally,  Medicaid’s  1986  budget  spent  $38  billion 
on  health  care  for  the  elderly.  Of  this  budget,  $2.1  bil- 
lion or  5 percent  was  allocated  to  administration  and 
training.  Of  the  remaining  dollars,  68  percent  went  to 
nursing  homes,  15  percent  to  hospitals,  15  percent  to 
other  care,  and  a mere  2 percent  was  paid  to  physicians. 

1 believe  that  increasing  remuneration  to  physicians 
for  geriatric  long  term  care  services  would  increase  the 
incentive  of  MD’s  to  participate  in  these  services  as  well 
as  increase  their  appreciation  of  its  importance.  With 
increased  contact  with  geriatric  care,  MD’s  will  suffer 
an  increased  frustration  with  unsuccessful  patient  care 
tactics  while  at  the  same  time  improving  their  experien- 
cial  base.  This  should  lead  to  enhanced  incentive  and 
ability  to  learn  new  methods  of  geriatric  care.  To  me, 
better  geriatric  care  means  less  iatrogenosis,  fewer 
drugs,  less  caregiver  contribution  to  the  "learned  help- 
lessness" of  elders,  less  inappropriate  service,  and  an 
increase  in  primary  and  secondary  preventative  health 
care  measures  (both  physical  and  mental)  which  would 
decrease  or  prevent  morbidity  in  our  geriatric  patients. 

No  studies  have  been  done  to  demonstrate  whether 
improved  quality  and  appropriateness  of  long  term 
care  services  will  decrease  overall  costs  in  the  long  run, 
perhaps  offsetting  the  costs  of  increased  physician 
remuneration  for  long  term  care  services.  However, 
the  innovative  work  of  individuals  such  as  Lawrence 
Rubenstein,  MD,  at  Sepulvada  VA  Hospital  in  geriatric 
assessment  units  indicate  that  much  can  be  done  to 
lower  geriatric  care  cost  while  improving  the  quality  of 
their  care. 

To  properly  provide  nursing  home  care,  a physician 
must  have  a thorough  working  knowledge  of  geriatric 
medicine,  ethics,  and  medical  law.  S/he  must  under- 
stand the  role  as  case  manager  and  leader  of  an 
interdisciplinary  team.  The  physician  must  be  able  to 
integrate  all  relevant  biopsychosocial  data,  interpreting 
it  to  staff,  patient,  and  family,  and  developing  it  into  a 
comprehensive  patient  care  plan  and  then  see  that  this 
plan  is  effectively  carried  out.  All  of  this  is  cognitively 
difficult,  time  consuming,  and  often  inconvenient. 

As  a medical  director,  I believe  that  the  nursing 
home  staff  physicians  I supervise  deserve  adequate 
remuneration  for  the  difficult  task  I have  just  described. 
Without  it,  patterns  of  inattendance,  inappropriate 
delivery  of  services,  and  poor  quality  are  likely  to  con- 
tinue. 
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SOUTH  DAKOTA 


A REVOLUTIONARY  ORAL  ANTIMICROBIAL 
WITH  THE  POWER  OF  PARENTERALS 

□ Highly  active  in  vitro  against  a broad  range  of 

gram-positive  and  gram-negative  pathogens,  including 
methicillin-resistant  Staphylococcus  aureus  and 
Pseudomonas  aeruginosa * 


For  treatment  of  infections  in  the: 

- lower  respiratory  UacV  - urinary  tract* 

-skin/skin  structure  -bones  and  joints* 

□ Convenient  B.I.D.  dosage -250  mg,  500  mg  and  750  mg  tablets 

*ln  vitro  activity  does  not  necessarily  imply  a correlation  with  in  vivo  results. 

+Due  to  susceptible  strains  of  indicated  pathogens.  See  indicated  organisms  in  Brief  Summary. 

CIPRO*  SHOULD  NOT  BE  USED  IN  CHILDREN,  ADOLESCENTS,  OR  PREGNANT  WOMEN 

A history  of  hypersensitivity  to  ciprofloxacin  is  a contraindication  to  its  use.  A history  of  hypersensitivity  to  other 
quinolones  may  also  contraindicate  the  use  of  ciprofloxacin 


MILES 


Miles  Inc 

Pharmaceutical  Division 
400  Morgan  Lane 
West  Haven,  CT  06516 

Please  see  adjacent  page  of  this  advertisement  for  Brief  Summary  of 
Prescribing  Information 


H 500  mg  q!2li  for  most  infections; 

750  mg  q12h  for  severe  or  complicated  infections. 

CIPRO® 

(ciprofloxacin  hydrochloride/Miles) 

TABLETS 
BRIEF  SUMMARY 

CONSULT  PACKAGE  INSERT  FOR  FULL  PRESCRIBING  INFORMATION 

INDICATIONS  AND  USAGE 

Cipro®  is  indicated  for  the  treatment  of  infections  caused  by  susceptible  strains  of  the  designated  micro- 
organisms in  the  conditions  listed  below 

Lower  Respiratory  Infections  caused  by  Escherichia  coli.  Klebsiella  pneumoniae,  Enterobacter  cloacae, 

Proteus  mirabihs.  Pseudomonas  aeruginosa.  Haemophilus  influenzae.  Haemophilus  paramfluenzae,  and  Strep- 
tococcus pneumoniae. 

Skin  and  Skin  Structure  Infections  caused  by  Escherichia  coli,  Klebsiella  pneumoniae.  Enterobacter  cloacae. 

Proteus  mirabihs,  Proteus  vulgaris.  Providencia  stuartii,  Morganella  morgana.  Citrobacter  freundn, 
Pseudomonas  aeruginosa.  Staphylococcus  aureus  (penicillinase  and  nonpenicillinase-producing  strains), 
Staphylococcus  epidermidis.  and  Streptococcus  pyogenes 

Bone  and  Joint  Infections  caused  by  Enterobacter  cloacae.  Serratia  marcescens.  and  Pseudomonas 
aeruginosa 

Urinary  Tract  Infections  caused  by  Escherichia  coli.  Klebsiella  pneumoniae.  Enterobacter  cloacae.  Serratia 
marcescens,  Proteus  mirabihs,  Providencia  rettgeri,  Morganella  morgana.  Citrobacter  diversus.  Citrobacter 
freundn.  Pseudomonas  aeruginosa.  Staphylococcus  epidermidis.  and  Streptococcus  faecalis 
Infectious  Diarrhea  caused  by  Escherichia  coli  (enterotoxigenic  strains),  Campylobacter  jejuni,  Shigella 
flexnen * and  Shigella  sonnet * when  antibacterial  therapy  is  indicated 
*Efficacy  for  this  organism  in  this  organ  system  was  studied  in  fewer  than  10  infections 
Appropriate  culture  and  susceptibility  tests  should  be  performed  before  treatment  in  order  to  isolate  and 
identify  organisms  causing  infection  and  to  determine  their  susceptibility  to  ciprofloxacin  Therapy  with  Cipro® 
may  be  initiated  before  results  of  these  tests  are  known,  once  results  become  available  appropriate  therapy 
should  be  continued  As  with  other  drugs,  some  strains  of  Pseudomonas  aeruginosa  may  develop  resistance 
fairly  rapidly  during  treatment  with  ciprofloxacin  Culture  and  susceptibility  testing  performed  periodically  during 
therapy  will  provide  information  not  only  on  the  therapeutic  effect  of  the  antimicrobial  agent  but  also  on  the 
possible  emergence  of  bacterial  resistance 

CONTRAINDICATIONS 

A history  of  hypersensitivity  to  ciprofloxacin  is  a contraindication  to  its  use.  A history  of  hypersensitivity  to  other 
qumolones  may  also  contraindicate  the  use  of  ciprofloxacin 

WARNINGS 

CIPROFLOXACIN  SHOULD  NOT  BE  USED  IN  CHILDREN.  ADOLESCENTS.  OR  PREGNANT  WOMEN  The  oral 
administration  of  ciprofloxacin  caused  lameness  in  immature  dogs  Histopathological  examination  of  the  weight- 
bearing joints  of  these  dogs  revealed  permanent  lesions  of  the  cartilage  Related  drugs  such  as  nalidixic  acid, 
cinoxacm.  and  norfloxacin  also  produced  erosions  of  cartilage  of  weight-bearing  joints  and  other  signs  of 
arthropathy  in  immature  animals  of  various  species  (SEE  ANIMAL  PHARMACOLOGY  SECTION  IN  FULL 
PRESCRIBING  INFORMATION). 

PRECAUTIONS 

General:  As  with  other  qumolones,  ciprofloxacin  may  cause  central  nervous  system  (CNS)  stimulation,  which 
may  lead  to  tremor,  restlessness.  Iightheadedness.  confusion,  and  very  rarely  to  hallucinations  or  convulsive 
seizures  Therefore,  ciprofloxacin  should  be  used  with  caution  in  patients  with  known  or  suspected  CNS 
disorders,  such  as  severe  cerebral  arteriosclerosis  or  epilepsy,  or  other  factors  which  predispose  to  seizures  (SEE 
ADVERSE  REACTIONS) 

Qumolones  may  also  cause  anaphylactic  reactions  and  cardiovascular  collapse  Anaphylactic  reactions  may 
require  epinephrine  and  other  emergency  measures 

Crystals  of  ciprofloxacin  have  been  observed  rarely  in  the  urine  of  human  subjects  but  more  frequently  in  the 
urine  of  laboratory  animals.  Crystalluria  related  to  ciprofloxacin  has  been  reported  only  rarely  in  man.  because 
human  urine  is  usually  acidic  Patients  receiving  ciprofloxacin  should  be  well  hydrated,  and  alkalinity  of  the  urine 
should  be  avoided  The  recommended  daily  dose  should  not  be  exceeded  Alteration  of  the  dosage  regimen  is 
necessary  for  patients  with  impairment  of  renal  function  (SEE  DOSAGE  AND  ADMINISTRATION  SECTION  IN 
FULL  PRESCRIBING  INFORMATION) 

Drug  Interactions:  Concurrent  administration  of  ciprofloxacin  with  theophylline  may  lead  to  elevated  plasma 
concentrations  of  theophylline  and  prolongation  of  its  elimination  half-life  This  may  result  m increased  risk  of 
theophylline-related  adverse  reactions  If  concomitant  use  cannot  be  avoided,  plasma  levels  of  theophylline 
should  be  monitored  and  dosage  adjustments  made  as  appropriate 
Antacids  containing  magnesium  hydroxide  or  aluminum  hydroxide  may  interfere  with  the  absorption  of 
ciprofloxacin,  resulting  in  serum  and  urine  levels  lower  than  desired,  concurrent  administration  of  these  agents 
with  ciprofloxacin  should  be  avoided 

Probenecid  interferes  with  the  renal  tubular  secretion  of  ciprofloxacin  and  produces  an  increase  in  the  level  of 
ciprofloxacin  in  the  serum.  This  should  be  considered  if  patients  are  receiving  both  drugs  concomitantly 
As  with  other  broad-spectrum  antibiotics,  prolonged  use  of  ciprofloxacin  may  result  in  overgrowth  of 
nonsusceptible  organisms.  Repeated  evaluation  of  the  patient's  condition  and  microbial  susceptibility  testing  is 
essential  If  superinfection  occurs  during  therapy,  appropriate  measures  should  be  taken 
Information  for  Patients:  Patients  should  be  advised  that  ciprofloxacin  may  be  taken  with  or  without  meals 
The  preferred  time  of  dosing  is  two  hours  after  a meal  fatients  should  also  be  advised  to  drink  fluids  liberally  and 
not  take  antacids  containing  magnesium  or  aluminum  concomitantly  or  within  two  hours  after  dosing 
Ciprofloxacin  may  cause  dizziness  or  lightheadedness  therefore  patients  should  know  how  they  react  to  this  drug 
before  they  operate  an  automobile  or  machinery  or  enqaqe  in  activities  requirmq  mental  alertness  or 
coordination 

Carcinogenesis,  Mutagenesis.  Impairment  of  Fertility:  Eight  in  vitro  mutagenicity  tests  have  been 
conducted  with  ciprofloxacin  and  the  test  results  are  listed  below 
Salmonella/Microsome  Test  (Negative) 

E coli  DNA  Repair  Assay  (Negative) 

Mouse  Lymphoma  Cell  Forward  Mutation  Assay  (Positive) 

Chinese  Hamster  V™  Cell  HGPRT  Test  (Negative) 

Syrian  Hamster  Embryo  Cell  Transformation  Assay  (Negative) 

Saccharomyces  cerevisiae  Point  Mutation  Assay  (Negative) 

Saccharomyces  cerevisiae  Mitotic  Crossover  and  Gene  Conversion  Assay  (Negative) 

Rat  Hepatocyte  DNA  Repair  Assay  (Positive) 

Thus,  two  of  the  eight  tests  were  positive,  but  the  following  three  in  vivo  test  systems  gave  negative  results 
Rat  Hepatocyte  DNA  Repair  Assay 
Micronucleus  Test  (Mice) 

Dominant  Lethal  Test  (Mice) 

Long-term  carcinogenicity  studies  in  animals  have  not  yet  been  completed 

Pregnancy  - Pregnancy  Category  C : Reproduction  studies  have  been  performed  in  rats  and  mice  at  doses  up 
to  six  times  the  usual  daily  human  dose  and  have  revealed  no  evidence  of  impaired  fertility  or  harm  to  the  fetus 
due  to  ciprofloxacin  In  rabbits,  as  with  most  antimicrobial  agents,  ciprofloxacin  (30  and  100  mg/kg  orally) 
produced  gastrointestinal  disturbances  resulting  in  maternal  weight  loss  and  an  increased  incidence  of  abortion. 

No  teratogenicity  was  observed  at  either  dose  After  intravenous  administration,  at  doses  up  to  20  mg/kg.  no 
maternal  toxicity  was  produced,  and  no  embryotoxicity  or  teratogenicity  was  observed.  There  are.  however,  no 
adequate  and  well-controlled  studies  in  pregnant  women  SINCE  CIPROFLOXACIN.  LIKE  OTHER  DRUGS  IN  ITS 
CLASS.  CAUSES  ARTHROPATHY  IN  IMMATURE  ANIMALS.  IT  SHOULD  NOT  BE  USED  IN  PREGNANT  WOMEN 
(SEE  WARNINGS). 


CONVENIENT  B.I.D.  DOSAGE 

Recommended  dosage  schedule 


Infection  Site* 

Severity  of 
Infection 

Dosage 

Respiratory  Tract* 
Bone  and  Joint* 
Skin/Skin  Structure* 

Mild/Moderate 

500  mg  q12h 

Severe/Complicated 

750  mg  q12h 

Urinary  Tract* 

Mild/Moderate 

250  mg  q12h 

Severe/Complicated 

500  mg  q12h 

Infectious  Diarrhea* 

Mild/Moderate/Severe 

500  mg  q12h 

Nursing  Mothers:  It  is  not  known  whether  ciprofloxacin  is  excreted  in  human  milk,  however,  it  is  known  that 
ciprofloxacin  is  excreted  in  the  milk  of  lactating  rats  and  that  other  drugs  of  this  class  are  excreted  in  human  milk. 
Because  of  this,  and  because  of  the  potential  for  serious  adverse  reactions  from  ciprofloxacin  in  nursing  infants,  a 
decision  should  be  made  to  discontinue  nursing  or  to  discontinue  the  drug,  taking  into  account  the  importance  of 
the  drug  to  the  mother 

Pediatric  Use:  Ciprofloxacin  should  not  be  used  in  children  because  it  causes  arthropathy  in  immature  animals 
(SEE  WARNINGS). 

ADVERSE  REACTIONS 

Ciprofloxacin  is  generally  well  tolerated  During  clinical  investigation.  2.799  patients  received  2,868  courses  of 
the  drug  Adverse  events  that  were  considered  likely  to  be  drug  related  occurred  in  7 3%  of  courses,  possibly 
related  in  9 2%,  and  remotely  related  in  3 0%  Ciprofloxacin  was  discontinued  because  of  an  adverse  event  in 
3 5%  of  courses,  primarily  involving  the  gastrointestinal  system  (15%),  skin  (0.6%),  and  central  nervous  system 
(0.4%). 

The  most  frequently  reported  events,  drug  related  or  not.  were  nausea  (5.2%),  diarrhea  (2.3%),  vomiting  (2.0%), 
abdominal  pain/discomfort  (17%).  headache  (1  2%).  restlessness  (11%),  and  rash  (11%). 

Additional  events  that  occurred  in  less  than  1%  of  ciprofloxacin  courses  are  listed  below.  Those  typical  of 
qumolones  are  italicized 

GASTROINTESTINAL  (See  above),  painful  oral  mucosa,  oral  candidiasis,  dysphagia,  intestinal  perforation, 
gastrointestinal  bleeding 

CENTRAL  NERVOUS  SYSTEM  (See  above),  dizziness.  Iightheadedness.  insomnia,  nightmares,  hallucina- 
tions. manic  reaction,  irritability,  tremor,  ataxia,  convulsive  seizures,  lethargy,  drowsiness,  weakness, 
malaise,  anorexia,  phobia,  depersonalization,  depression,  paresthesia 

SKIN/HYPERSENSITIVITY  (See  above),  pruritus,  urticaria,  photosensitivity,  flushing,  fever,  chills, 
angioedema.  edema  of  the  face,  neck,  lips,  conjunctivae  or  hands,  cutaneous  candidiasis,  hyperpigmenta- 
tion,  erythema  nodosum 

Allergic  reactions  ranging  from  urticaria  to  anaphylactic  reactions  have  been  reported. 

SPECIAL  SENSES:  blurred  vision,  disturbed  vision,  (change  in  color  perception,  overbrightness  of  lights), 
decreased  visual  acuity,  diplopia,  eye  pain,  tinnitus,  bad  taste. 

MUSCULOSKELETAL  joint  or  back  pain,  joint  stiffness,  achmess,  neck  or  chest  pain,  flare-up  of  gout. 
RENAL/UROGENITAL  interstitial  nephritis,  renal  failure,  polyuria,  urinary  retention,  urethral  bleeding, 
vaginitis,  acidosis 

CARDIOVASCULAR  palpitations,  atrial  flutter,  ventricular  ectopy,  syncope,  hypertension,  angina  pectoris, 
myocardial  infarction,  cardiopulmonary  arrest,  cerebral  thrombosis 

RESPIRATORY  epistaxis,  laryngeal  or  pulmonary  edema,  hiccough,  hemoptysis,  dyspnea,  bronchospasm, 
pulmonary  embolism 

Most  of  these  events  were  described  as  only  mild  or  moderate  in  severity,  abated  soon  after  the  drug  was 
discontinued,  and  required  no  treatment 

In  several  instances,  nausea,  vomiting,  tremor,  restlessness,  agitation,  or  palpitations  were  judged  by 
investigators  to  be  related  to  elevated  plasma  levels  of  theophylline  possibly  as  a result  of  a drug  interaction  with 
ciprofloxacin 

Adverse  Laboratory  Changes:  Changes  in  laboratory  parameters  listed  as  adverse  events  without  regard  to 
drug  relationship 

Hepatic  - Elevations  of:  ALT  (SGPT)  (19%),  AST  (SCOT)  (17%).  alkaline  phosphatase  (0  8%).  LDH  (0  4%). 
serum  bilirubin  (0  3%). 

Hematologic  - eosmophilia  (0.6%),  leukopenia  (0.4%),  decreased  blood  platelets  (0.1%),  elevated  blood 
platelets  (01%).  pancytopenia  (0.1%). 

Renal  - Elevations  of:  Serum  creatinine  (1 1%),  BUN  (0  9%). 

CRYSTALLURIA,  CYLINDRURIA,  AND  HEMATURIA  HAVE  BEEN  REPORTED 
Other  changes  occurring  in  less  than  01%  of  courses  were:  Elevation  of  serum  gammaglutamyl  transferase, 
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Council  Meeting  Highlights 


The  Council  of  the  South  Dakota  State  Medical  As- 
sociation met  on  Friday,  September  23,  1988,  at  the 
Holiday  Inn  Downtown,  Sioux  Falls.  Following  are 
highlights  from  this  meeting. 

1.  NEW  COUNCILOR.  C.  Roger  Stoltz,  MD  was 
seated  as  a Councilor  from  the  Seventh  District 
Medical  Society. 

2.  PELVIC  EXAMS  AND  CERVICAL  SMEARS 
FOR  WOMEN.  After  reviewing  information  from 
the  American  Medical  Association  and  other  sour- 
ces, the  Commission  on  Scientific  Medicine  recom- 
mended that  the  following  be  approved  by  the  Coun- 
cil, and  the  Council  concurred: 

"1)  It  is  recommended  that  all  women  who  are  or 
have  been  sexually  active  or  have  reached  age 
18  years,  have  an  annual  Pap  and  pelvic  ex- 
amination. After  a woman  has  had  three  or 
more  consecutive  satisfactory,  normal  annual 
examinations,  the  Pap  test  may  be  performed 
less  frequently  at  the  discretion  of  her 
physician. 

2)  Review  the  final  recommendations  of  the  staff 
of  Office  of  Disease  Prevention  and  Health 
Promotion  and  the  US  Preventive  Services 
Task  Force  when  they  are  published  insofar  as 
they  relate  to  the  prevention  of  cervical  cancer. 

3)  An  annual  physical  exam,  including  breast  and 
pelvic  exam,  is  recommended  for  all  women 
who  are  sexually  active,  or  who  have  reached 
the  age  of  18  years;  after  a woman  has  had 
three  consecutive  normal  annual  examina- 
tions, then  exams  should  be  given  at  intervals 
determined  by  the  physician  based  on  the  risk 
factors  of  the  patient  until  age  40  when  all 
women  should  receive  annual  exams." 

3.  1989  ANNUAL  MEETING.  The  annual  meeting 
will  be  held  at  the  Ramkota  in  Sioux  Falls,  June  7 - 
10,  1989,  and  the  program  will  be  on  Health  Main- 
tenance and  Screening,  Thursday  afternoon,  and 
Rural  Health  on  Friday  morning. 

4.  MEDICARE  "MEDICALLY  UNNECESSARY" 
LETTERS.  Representatives  of  the  State  Medical 
Association  and  clinic  managers  and  claims  person- 
nel met  with  North  Dakota  Blue  Shield  repre- 


sentatives to  discuss  the  "medically  unnecessary"  let- 
ters being  sent  to  patients  from  the  Medicare  office. 
The  Council  directed  that  the  executive  office 
prepare  an  outline  of  the  steps  to  be  taken  to  file  ap- 
peals with  the  Medicare  office  and  provide  this  out- 
line to  all  members  of  the  State  Medical  Association. 
Also,  the  Council  directed  that  a representative  com- 
mittee continue  to  meet  with  the  Medicare  carrier  to 
keep  dialogue  open  and  attempt  to  resolve  problems 
encountered  by  practicing  physicians  in  South 
Dakota. 

5.  USD  MEDICAL  SCHOOL  AND  FAMILY  PRAC- 
TICE RESIDENCY.  The  Council  adopted  the  fol- 
lowing resolution  and  directed  it  be  provided  to  the 
Dean  of  the  Medical  School  and  the  Director  of  the 
Family  Practice  Residency  program: 

"Resolved,  that  the  SDSMA  and  SDAFP  support 
the  original  legislative  intent  for  a family  prac- 
tice orientation  of  the  University  of  South 
Dakota  School  of  Medicine,  and  be  it  further 

Resolved,  that  the  Sioux  Falls  Family  Practice 
Residency  and  the  University  of  South  Dakota 
School  of  Medicine  continue  negotiations 
leading  to  a joint  proposal  to  be  presented  to 
SDSMA  and  SDAFP  prior  to  November  15, 
1988,  for  consideration  by  each  of  these  profes- 
sional medical  associations  at  separate 
meetings  to  be  held  November  18  and  Novem- 
ber 19, 1988,  respectively." 

6.  HONORARY  LIFE  MEMBERSHIP.  The  follow- 

ing physicians  were  elected  to  honorary  life  member- 
ship in  the  State  Medical  Association:  John  Slingsby, 
MD  and  Nathaniel  Whitney,  MD,  Rapid  City; 
Charles  Gutch,  MD  and  Martin  Petereit,  MD,  Sioux 
Falls;  Alvin  Scheffel,  MD,  Redfield;  Ronald  Price, 
MD,  Armour;  Clifford  Lardinois,  MD,  Huron;  and 
Stanley  Allen,  MD,  Watertown.  # 
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benefits  package.  There'll  be  more  time  to  spend  with  your  family. 
You'll  receive  30  days  of  vacation  with  pay  each  year.  And  you  will 
work  with  modern  equipment  and  some  of  the  most  highly  trained 
professionals  in  the  world,  serving  your  country  and  your  patients. 

Now  thafs  special! 

Find  out  just  how  special  your  practice  can  be.  Call 
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James  A.  Oakland,  MD 
Clark  W.  Likness,  MD 
Earl  D.  Kemp,  MD 
Thomas  M.  Olson,  MPH  July  13 

Pattisapu,  Ram,  MD 

Complications  of  Colorectal  Surgery 
Carol  L.  Fowler,  MD 
Lora  M.  Johnson,  MD 
Costas  Assimacopoulos,  MD 
Kenneth  Halverson,  MD  June  19 

Peripheral  Neuropathy  from  Disulfiram 
(Antabuse)  Therapy 

George  H.  Hassard,  MD 

Charles  W.  Landgraf,  Jr,  MD  Oct.  25 

President’s  Page 

Jan.-p.  19,  Feb.-p.  17,  Mar.-p.  15, 

Apr.-p.  15,  May-p.  15,  June-p.  16, 

June-p.  17,  July-p.  11,  Aug.-p.  4, 

Sept.-p.  11,  Oct.-p.  9,  Nov.-p.  9,  Dec.-p.  9. 

Professional  Liability  Briefs 

Feb.-p.  27,  Apr.-p.  25„  July-p.  28,  Oct.-p.  17 


July  13 

July  5 

May  29 

July  13 


Q 


R 

Rector,  James  T.,  MD 

Two  Cases  of  Retractile  Mesenteritis 


in  Related  Individuals 

Alfred  E.  Hartmann,  MD 
Donald  Knudson,  MD  May 

Renal  Oncocytoma 

John  A.  Ochsner,  MD 

Karla  Kenefick  Murphy,  MD  July 

Rieth,  Matthew 

USD  School  of  Medicine 

Seasonal  Affective  Disorder:  Update  1988 

Donald  D.  Gold,  Jr,  MD  Sept. 

Romanic,  Bruce  M.,  MD 

Statistics  and  Testing:  An  Example 
Using  Coronary  Artery  Disease  Feb. 

Roster-Alphabetically  Aug. 

Roster-District  Aug. 


S 

Salem,  Anthony  G.,  MD 

USD  School  of  Medicine 
Computer-Assisted  Documentation  of 
Residents’  Clinical  Competence  for 
Procedural  Skills 

James  R.  Horning,  MD  June 

USD  School  of  Medicine 
Medical  Procedures  in  a General 
Internal  Medicine  Residency  Program 

James  R.  Horning,  MD  Nov. 

Schmidt,  Sophie  Marrs,  MD 
USD  School  of  Medicine 
American  Indian  Health  Care:  An  Indian 
Physician’s  Perspective  Feb. 

Senske,  Barbara  J.,  PA-C 

Stress  Fracture  of  the  Ulnar  Diaphysis 
in  Athletes:  A Case  Report  and  a Review 
of  the  Literature 

Eberhard  H.  Heinrichs  Feb. 

Smith,  David  A.,  MD 

Medical  Director  Speaks  on  Physician 
Remuneration  for  Nursing  Home 
Services,  A Dec. 

Socioeconomics 

Apr.-p.  29,  May-p.  39 
South  Dakota  State  Medical  Association 
Annual  Meeting  Sponsors 
May-p.  18,  June-p.  16 
Statistics  and  Testing:  An  Example  Using 
Coronary  Artery  Disease 

Bruce  M.  Romanic,  MD  Feb. 

Stress  Fracture  of  the  Ulnar  Diaphysis 
in  Athletes:  A Case  Report  and  a Review 
of  the  Literature 

Eberhard  H.  Heinrichs,  MD 

Barbara  J.  Senske,  PA-C  Feb 
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Month 

Page 

Month 

Page 

Feb.-p.  29,  Apr.-p.  27,  May-p.  38, 

Thomas  Aceto,  Jr,  MD 

June-p.  27,  Sept.-p.  23,  Oct.-p.  31, 

J.  Michael  McMillin,  MD 

Dec. 

5 

Nov.-p.  19 

Use  of  Patient-Controlled  Analgesia 

Transactions  of  the  South  Dakota  State 

for  Postoperative  Pain  Relief 

Medical  Association  107th  Annual  Meeting 
Two  Cases  of  Retractile  Mesenteritis 

Aug. 

5 

Edward  F.  Anderson,  MD 

Jan. 

13 

in  Related  Individuals 

V 

James  T.  Rector,  MD 

VanDemark,  Robert  E.,  Sr,  MD 

Alfred  E.  Hartmann,  MD 

Editorials 

Donald  Knudson,  MD 

U 

May 

9 

HIV  and  AIDS  Education  in 
South  Dakota 

Feb. 

19 

Medical  Malpractice  in  South  Dakota 

Mar. 

17 

USD  School  of  Medicine  Articles 

Fetal  Alcohol  Syndrome,  The 

Apr. 

19 

State  of  South  Dakota’s  Child,  The 

Dilemma  of  Caesarean  Section,  The 

June 

15 

Ann  L.  Wilson,  Ph.D 

Jan. 

5 

Keeping  Current  in  Medicine 

July 

21 

American  Indian  Health  Care: 

Colchicine 

Sept. 

13 

An  Indian  Physician’s  Perspective 

Geographical  Differences  in  Medicare 

Sophie  Marrs  Schmidt,  MD 

Feb. 

13 

Payments 

Dec. 

11 

Recurrent  Abdominal  Pain  Due  to 
Appendiceal  Obstruction  and  Its 

W 

Relief  by  Appendectomy 

Williams,  W.  Vail,  Ph.D 

William  Donnellan,  MD,  Ph.D 

March 

25 

Adult  Victims  of  Childhood  Sexual 

Relation  Between  Rapid-Cycling 

Abuse:  In  a Clinical  Population 

Cyclothymia  and  Bulimia:  Case 

William  Fuller,  MD 

Sept. 

5 

Reports  of  Two  Women,  The 

Wilson,  Ann  L.,  Ph.D 

Christine  M.  Leyba 

State  of  South  Dakota’s  Child-1987, 

Donald  D.  Gold,  MD 

Apr. 

21 

The 

Jan. 

5 

What  Teachers  Think  About  AIDS 

Robert  C.  Goodhope,  MD 
Gerald  C.  Ball,  BS 

X 

Laura  L.  Koenig,  BS 

Y 

Christine  L.  Mollerud,  BS 

Yutrzenka,  Gerald  J.,  Ph.D 

Lars  E.  Okland,  BS 

USD  School  of  Medicine 

Gary  R.  Leonardson,  Ph.D 

May 

29 

First  University  of  South  Dakota 

Computer-Assisted  Documentation  of 

Graduate  Sciences  Research  Forum,  The: 

Residents’  Clinical  Competence  for 
Procedural  Skills 

A Summary  Report 

July 

23 

Anthony  G.  Salem,  MI) 
James  R.  Horning,  MD 

June 

7 

Z 

First  University  of  South  Dakota 

Graduate  Sciences  Research  Forum,  The: 

A Summary  Report 

Gerald  J.  Yutrzenka,  Ph.D 

July 

23 

Seasonal  Affective  Disorder: 
Update  1988 

Matthew  Rieth 
Donald  D.  Gold,  Jr,  MD 

Sept. 

17 

Third  Year  Medical  Student 
Clerkship  Performance  in  a 
Multi-Campus  Setting 

Gary  R.  Leonardson,  Ph.D 

Robert  Goodhope,  MD  Oct.  5 

Medical  Procedures  in  a General 
Internal  Medicine  Residency  Program 
Anthony  G.  Salem,  MD 

James  R.  Horning,  MD  Nov.  21 

Gonadotropin-Induced  Fertility  in  a Man  with 
Congenital  Hypogonadism  after  Prolonged 
Prior  Testosterone  Therapy 
Virginia  P.  Johnson,  MD 

DECEMBER  1988 


Future  Meetings 


January 

1989  Physician  in  Management  Seminar  Series  (I,  II,  and  III), 

Dana  Point  Resort,  Dana  Point,  CA,  Jan.  9-13.  31  hrs.  AMA 
Category  I credit  & 28.75  hrs.  AAFP  credit.  Contact:  AAMD 
Nat’l.  Off.,  4830  W.  Kennedy  Blvd.,  Ste.  #648,  Tampa,  FL 
33609-2517. 


Radiology  for  Primary  Care  and  Emergency  Medicine,  Azure 
Tides  Resort,  Sarasota,  FL,  Jan.  16-20.  20  hrs.  AMA 

Category  I credit.  Contact:  Am.  Medical  Seminars,  PO  Box 
6214,  Sarasota,  FL  34278. 

Neurology  for  the  Non-Neurologist,  Azure  Tides  Resort, 
Sarasota,  FL,  Jan.  23-27.  20  hrs.  AMA  Category  I credit. 
Contact:  Am.  Medical  Seminars,  PO  Box  6214,  Sarasota,  FL 
34278. 


February 

Emergency  Medicine,  a Practical  Approach  to  Common 
Problems,  Azure  Tides  Resort,  Sarasota,  FL,  Feb.  6-10.  20 
hrs.  AMA  Category  I credit.  Contact:  Am.  Medical 
Seminars,  PO  Box  6214,  Sarasota,  FL  34278. 

1989  Physician  in  Management  Seminar  Series  (I,  II,  and  III), 

Royal  Plaza  at  Disney  World,  Lake  Buena  Vista,  FL,  Feb. 
20-24.  31  hrs.  AMA  Category  I credit  & 28.75  hrs.  AAFP 
credit.  Contact:  AAMD  Nat’l.  Off.,  4830  W.  Kennedy  Blvd., 
Ste.  #648,  Tampa,  FL.  33609-2517. 

Issues  in  Pediatric  Health  Care,  Arrowwood  Resort, 
Alexandria,  MN,  Feb.  25-26.  Fee:  minimal.  AMA  & AAFP 
credit  hrs.  avail.  Contact:  Sue  Heinze,  Children’s 

HospitaL-MeritCare,  720  Fourth  St.,  N.,  Fargo,  ND  58122. 
Phone:  (701)  234-5737. 


March 

Seventh  Annual  Critical  Care  Conference,  St.  Paul-Ramsey 
Med.  Ctr.,  St.  Paul,  MN,  Mar.  1-3.  17  hrs.  AMA  Category  I 
credit.  Contact:  Ruth  McIntyre,  Dir.  CME,  St.  Paul-Ramsey 
Med. Ctr.,  640  Jackson  St.,  St.  Paul,  MN  55101.  Phone:  (612) 
221-3992. 


Therapeutic  Endoscopy  and  Bleeding  Ulcers,  Warren  Grant 
Magnuson  Clin.  Ctr.,  NIH,  Bethesda,  MD,  Mar.  6-8.  CME 
credit  avail.  Contact:  Michael  Bernstein,  Dir.  of 
Communications,  Off.  of  Med.  Applications  of  Research, 
Nat’l.  Instit.  of  Health,  Bldg.  1,  Rm.  216, 9000  Rockville  Pike, 
Bethesda,  MD  20892.  Phone:  (301)  496-1143. 


Family  Practice  Today,  St.  Paul-Ramsey  Med.  Ctr.,  St.  Paul, 
MN,  Mar.  16-17.  13  hrs.  AMA  Category  I credit.  Contact: 
Ruth  McIntyre,  Dir.  CME,  St.  Paul-Ramsey  Med.  Ctr.,  640 
Jackson  St.,  St.  Paul,  Mn  55101.  Phone:  (612)  221-3992. 

American  College  of  Sports  Medicine’s  First  Team  Physician 
Course,  Walt  Disney  World  Village,  Orlando,  FL,  Mar. 
19-24.  Contact:  Susan  E.  Haberle,  Public  Info.  Mgr.,  ACSM, 
PO  Box  1440,  Indianapolis,  IN  46206-1440.  Phone:  (317) 
637-9200. 


Pediatric  Trends,  Waiohai  Hotel,  Kauai,  HI,  Mar.  30-Apr.  1. 
Fee:  $365.  16  hrs.  AMA  Category  I credit  & 12.5  hrs.  AAFP 
credit.  Contact:  CME  Registration,  Dept,  of  Educ.,  Am. 
Acad,  of  Ped.,  PO  Box  927,  Elk  Grove  Village,  IL  6009-0927. 
Phone:  800-433-9016,  ext.  7657. 


USD  SCHOOL  OF  MEDICINE  INTERDISCIPLINARY 
CONFERENCES  are  held  on  the  3rd  Saturday  of  each 
month,  from  10:00  am  - 12:00  noon.  These  conferences 
originate  at  the  School  of  Medicine  in  Sioux  Falls  and  are 
videotaped  to  each  School  of  Medicine  location  in  the  state. 


ADVANCES  IN  CLINICAL  CHILD 
NEUROLOGY 

Black  Hills 
Neurology  Seminar 

February  9 - 11,  1989 

Holiday  Inn 
of  the 

Northern  Black  Hills 
Spearfish,  SD 

Contact: 

K.  Alan  Kelts,  MD,  PhD 
2929  5th  Street,  Suite  240 
Rapid  City,  SD  57701 
Phone:  (605)  341-3770 
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In  moderate  depression  and  anxiety 


74%  of  patients  experienced  improved  sleep 
after  the  first  h.s.  dose1 

First-week  improvement  in  somatic  symptoms1 

50%  greater  improvement  with  Limbitrol  in 
the  first  week  than  with  amitriptyline  alone2 
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Protect  Your  Prescribing  Decision: 
Specify  “Do  not  substitute.” 

limbitrol 

Each  tablet  contains  5 mg  chlordiazepoxide  and  Ay- 
12. 5 mg  amitriptyline  (as  the  hydrochloride  salt)  vX- 

Limbitrol  DS 

Each  tablet  contains  10  mg  chlordiazepoxide  and  ptj 
25  mg  amitriptyline  (as  the  hydrochloride  salt)  v_^ 


References:  1.  Data  on  file,  Holfmann-La  Roche  Inc.,  Nutley,  N|.  2.  Feighner  VP, 
et  al:  Psychopharmacology  61 : 217-225,  Mar  22, 1979. 


Limbitrol®® 

Tranquilizer— Antidepressant 

Before  prescribing,  please  consult  complete  product  information,  a summary  of  which 
follows: 

Contraindications:  Known  hypersensitivity  to  benzodiazepines  or  tricyclic  antidepressants; 
concomitant  use  with  MAOIs  or  within  14  days  of  monoamine  oxidase  inhibitors  (then  initiate 
cautiously,  gradually  increasing  dosage  until  optimal  response  is  achieved) ; during  acute  recovery 
phase  following  myocardial  infarction. 

Warnings:  Use  with  caution  in  patients  with  history  of  urinary  retention  or  angle-closure  glau- 
coma. Severe  constipation  may  occur  when  used  with  anticholinergics.  Closely  supervise  cardio- 
vascular patients.  Arrhythmias,  sinus  tachycardia,  prolongation  of  conduction  time,  myocardial 
infarction  and  stroke  reported  with  tricyclic  antidepressants,  especially  in  high  doses.  Caution 
patients  about  possible  combined  effects  with  alcohol  and  other  CNS  depressants  and  against 
hazardous  occupations  requiring  complete  mental  alertness  [e.g.,  operating  machinery,  driving) . 
Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  the  first  trimester 
should  almost  always  be  avoided  because  of  increased  risk  of  congenital  mal- 
formations. Consider  possibility  of  pregnancy  when  instituting  therapy. 

Withdrawal  symptoms  of  the  barbiturate  type  have  occurred  after  discontinuation  of  benzodiaze- 
pines (see  Drug  Abuse  and  Dependence) . 

Precautions:  Use  cautiously  in  patients  with  a history  of  seizures,  in  hyperthyroid  patients, 
those  on  thyroid  medication,  patients  with  impaired  renal  or  hepatic  function.  Because  of  suicidal 
ideation  in  depressed  patients,  do  not  permit  easy  access  to  large  quantities  of  drug.  Periodic  liver 
function  tests  and  blood  counts  recommended  during  prolonged  treatment.  Amitriptyline  may 
block  action  of  guanethidine  or  similar  antihypertensives.  When  tricyclic  antidepressants  are 
used  concomitantly  with  cimetidine  (Tfigamet) , clinically  significant  effects  have  been  reported 
involving  delayed  elimination  and  increasing  steady-  state  concentrations  of  the  tricyclic  drugs. 
Use  of  Limbitrol  witlijpther  psychotropic  drugs  has  not  been  evaluated;  sedative  effects  may  be 
additive.  Discontinue  several  days  before  surgery.  Limit  concomitant  administration  of  ECT  to 
essential  treatment.  See  Warnings  for  precautions  about  pregnancy.  Should  not  be  taken  during 
the  nursing  period  or  by  children  under  12.  In  elderly  and  debilitated,  limit  to  smallest  effective 
dosage  to  preclude  ataxia,  oversedation,  confusion  or  anticholinergic  effects.  Inform  patients  to 
consult  physician  before  increasing  dose  or  abruptly  discontinuing  this  drug. 


Adverse  Reactions:  Most  frequent:  drowsiness,  dry  mouth,  constipation,  blurred  vision,  dizzi- 
ness, bloating.  Less  frequent:  vivid  dreams,  impotence,  tremor  confusion,  nasal  congestion. 
Rare:  granulocytopenia,  jaundice,  hepatic  dysfunction.  Others:  many  symptoms  associated  with 
depression  including  anorexia,  fatigue,  weakness,  restlessness,  lethargy. 

Adverse  reactions  not  reported  with  Limbitrol  but  reported  with  one  or  both  components  or 
closely  related  drugs:  Cardiovascular:  Hypotension,  hypertension,  tachycardia,  palpitations, 
myocardial  infarction,  arrhythmias,  heart  block,  stroke.  Psychiatric:  Euphoria,  apprehension, 
poor  concentration,  delusions,  hallucinations,  hypomania,  increased  or  decreased  libido.  Neuro- 
logic: Incoordination,  ataxia,  numbness,  tingling  and  paresthesias  of  the  extremities,  extra- 
pyramidal  symptoms,  syncope,  changes  in  EEG  patterns.  Anticholinergic:  Disturbance  of 
accommodation,  paralytic  ileus,  urinary  retention,  dilatation  of  urinary  tract.  Allergic .-  Skin  rash, 
urticaria,  photosensitization,  edema  of  face  and  tongue,  pruritus.  Hematologic:  Bone  marrow 
depression  including  agranulocytosis,  eosinophilia,  purpura,  thrombocytopenia.  Gastrointesti- 
nal: Nausea,  epigastric  distress,  vomiting,  anorexia,  stomatitis,  peculiar  taste,  diarrhea,  black 
tongue.  Endocrine:  Tfesticular  swelling,  gynecomastia  in  the  male,  breast  enlargement,  galactor- 
rhea and  minor  menstrual  irregularities  in  the  female,  elevation  and  lowering  of  blood  sugar 
levels,  and  syndrome  of  inappropriate  ADH  (antidiuretic  hormone)  secretion.  Other:  Headache, 
weight  gain  or  loss,  increased  perspiration,  urinary  frequency,  mydriasis,  jaundice,  alopecia, 
parotid  swelling. 

Drug  Abuse  and  Dependence:  Withdrawal  symptoms  similar  to  those  noted  with  barbiturates 
and  alcohol  have  occurred  following  abrupt  discontinuance  of  chlordiazepoxide;  more  severe 
seen  after  excessive  doses  over  extended  periods;  milder  after  taking  continuously  at  therapeutic 
levels  for  several  months.  Withdrawal  symptoms  also  reported  with  abrupt  amitriptyline  discon- 
tinuation. Therefore,  after  extended  therapy,  avoid  abrupt  discontinuation  and  taper  dosage. 
Carefully  supervise  addiction-prone  individuals  because  of  predisposition  to  habituation  and 
dependence. 

Overdosage:  Immediately  hospitalize  patient.  Heat  symptomatically  and  supportively. 
l.V.  administration  of  1 to  3 mg  physostigmine  salicylate  may  reverse  symptoms  of  amitriptyline 
poisoning.  See  complete  product  information  for  manifestation  and  treatment. 

How  Supplied:  Double  strength  (DS)  Tablets,  white,  film-coated,  each  containing  10  mg 
chlordiazepoxide  and  25  mg  amitriptyline  (as  the  hydrochloride  salt),  and  Tablets,  blue,  film- 
coated,  each  containing  5 mg  chlordiazepoxide  and  12.5  mg  amitriptyline  (as  the  hydrochloride 
salt)— bottles  of  100  and  500;  Tbl-E-Dose®  packages  of  100;  Prescription  Paks  of  50. 

ROCHE  PRODUCTS  INC. 

Manati,  Puerto  Rico  00701 


In  the  depressed  and  anxious  patient 

See  Improvement  In  The  First  Week!.. 

And  The  Weeks  That  Follow 


74%  of  patients  experienced  improved  sleep 
after  the  first  h.  s.  dose 1 g 

First-week  reduction  in  somatic  symptoms1 


Caution  patients  about  the  combined  effects  of 
Limbitrol  with  alcohol  or  other  CNS  depres- 
sants and  about  activities  requiring  complete 
mental  alertness,  such  as  operating  machinery 
or  driving  a car.  In  general,  limit  dosage  to  the 
lowest  effective  amount  in  elderly  patients. 


limbitrol 

Each  tablet  contains  5 mg  chlordiazepoxide  and  (Zj 
12.5  mg  amitriptyline  (as  the  hydrochloride  salt)  VlC 

UmbitrolDS 

Each  tablet  contains  10  mg  chlordiazepoxide  and  /zj 
25  mg  amitriptyline  (as  the  hydrochloride  salt)  VJC 


Percentage  of  Reduction  in  Individual  Somatic  Syr 
During  First  Week  of  Limbitrol  Therapy* 


VOMITING  NAUSEA  HEADACHE  ANOREXIA  CONS' 
♦Patients  often  presented  with  more  than  one  somatic  S] 
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Copyright  © 1988  by  Roche  Products  Inc.  All  rights  reserved. 
Please  see  summary  of  product  information  inside  back  cover. 
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